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Abstract
Nursing education courses and professional development (PD) do not include coping and
resilience training for registered nurses (RNs) who work in emergency departments
(EDs). Exposure to traumatic events, death, and dying may lead to health issues,
substance abuse, stress symptoms, nursing staff turnover, and compassion fatigue among
ED RNs. Without training, the pattern of adverse outcomes may continue. The purpose of
this study was to explore ED RNs’ experiences with occupational traumatic stress (OTS),
and their recommendations for change to nursing PD programs, using a qualitative
bounded intrinsic case study. The conceptual framework for this study included social
learning and experiential learning theories. Data were collected through semi-structured
interviews with 7 licensed and employed ED RNs with more than 1 year in EDs and who
volunteered to participate in the study. Data were examined analytically using
descriptive, emotion, and patterns coding strategies and In Vivo to identify categories and
themes. Based on nurses’ experiences, ED RNs require a collaborative team training
approach in learning and sharing opportunities regarding preparatory, de-escalation, and
self-care strategies to overcome OTS. Based on the findings, a 3-day interactive PD
workshop program was created for ED nurses to address those needs. These endeavors
may contribute to positive social change by increasing wellness, cohesive ED teamwork,
healthy stress management practices, better patient care, and reduced turnover for ED
RNs. Furthermore, nurse educators may benefit from adding coping and resilience
training to the nursing education curriculum to address and possibly mitigate the effects
of OTS.
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Section 1: The Problem
The problem prompting the study was that at local emergency departments (EDs)
and within the global community of nurses, standard nursing education and professional
development (PD) did not include coping and resilience training (Attia, Adb-Elaziz, &
Kandeel, 2012; Von Rueden et al., 2010). Resilience and coping strategies are designed
to mediate the negative effects of workplace trauma exposures. Repeated exposures to
violence, aggression, critical injuries, death, and dying increase nurses’ vulnerability to
adverse outcomes such as secondary traumatic stress (STS), posttraumatic stress (PTS),
physical health problems, and decreased quality of life (Adriaenssens, De Gucht, Van
Der Doef, & Maes, 2011; Bailey, Murphy, & Porock, 2011).
Training was not available to RNs for dealing with occupational traumatic stress
(OTS), which can leave nurses without the coping skills necessary to mediate negative
biopsychosocial consequences arising from traumatic exposures (Lavoie, Talbot, &
Mathieu, 2011; Wlodarczyk & Lazarewicz, 2011). In some instances, researchers found
nurses exhibiting compassion satisfaction (CS) in the face of trauma, confounding the
relationship between trauma and coping (Cieslak et al., 2013; Hinderer et al., 2014;
LaFauci Schutt & Marotta, 2011). A qualitative research approach with an intrinsic case
study design was used for this study.
The Local Problem
The problem was that nursing education and PD did not include formal course
work in coping and resilience training for ED RNs. Although some RNs may have
acquired coping skills from nonacademic sources, resilience and coping skills course
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work was not a standard training mandate or option. Because institutions and educators
did not formally provide training addressing coping skills and resilience, nurses were
subject to unpredictable responses that may have been personally and professionally
disruptive (Everly, Welzant, & Jacobson, 2008; Hinderer et al., 2014).
Exposure to and involvement with distressing events is part of the fundamental
experience of ED RNs. Research regarding the predictability of occupational trauma
exposure outcomes is in its infancy, and the effectiveness of suggested strategies used for
coping with occupational trauma remains unproven (Kirby, Shakespeare-Finch, & Palk,
2011). Coping with traumatic events is not an inherent or intuitive process, and ED RNs’
occupational exposures to trauma can completely overwhelm existing resilience and
coping mechanisms (Dasgupta, 2012; Lavoie et al., 2011). One urban trauma center,
recognizing ill effects of STS among its staff nurses, instituted a critical incident stress
management (CISM) program. In addition to posttrauma response interventions, the
comprehensive, integrated, strategic CISM platform included preparatory education for
resilience and coping. Acknowledging the need for responding to the ED RNs’ traumatic
exposures included gathering data from those nurses occupationally exposed to trauma.
The purpose of this study was to investigate the impact of OTS on ED RNs who
lacked formal course work addressing resilience and coping skills. The goal was to
understand how an absence of resilience and coping training could influence occupational
traumatic stress effects like substance abuse, impaired performance, stress symptoms, and
compassion fatigue. Different coping styles, innate or acquired, can influence coping
choices based upon situational severity and perceptions of threats to safety and levels of
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control (Vashdi, Bamberger, & Bacharach, 2012). Kirby et al. (2011) and Rosenstein and
Naylor (2012) found a positive relationship between incidents of greater severity and
higher levels of disruptive coping behaviors. The issues of resilience and coping skills
reflect a global problem (Mosadeghrad, 2013).
Research Site
The research site was a Level II trauma center ED located in a suburb of Detroit,
Michigan. At this hospital, as at other local EDs and within the global community of
nurses, standard nursing education and practicing nurses’ PD programs did not include
coping and resilience training or address STS (Attia et al., 2012; Macomb Community
College, 2014-2015; St. Clair County Community College, 2015; Von Rueden et al.,
2010; Wayne State University, 2015). Crisis interventionists and trauma psychologists
offer multiple theories and strategies designed to deal with the emotional aftermath of
trauma exposure, but the efficacy of techniques intended to mediate posttrauma stressors
and maintain psychological homeostasis is subject to debate (LeBlanc et al., 2011; Prati,
Pietrantoni, & Cicognani, 2011). A traditional coping strategist’s studies echo the
medical model perspective of pathology without consideration of resilience and health
promotion tactics (Benight, 2012). Nurses’ input about the benefits of coping and
resilience education clarified how to approach existing gaps in practice and knowledge.
Rationale
Evidence of the Problem at the Local Level
The ED RNs at the local Level II trauma center deal with death, attempted
resuscitation of patients, exposure to horrific injuries, end-of-life care, trauma to children,
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and unpredictable challenges in a fast-paced and demanding environment (Healy &
Tyrrell, 2011). Accepting responsibility for the lives nurses touch can exacerbate the
consequences of vicarious traumatizations for nurses lacking an algorithm for resilience
and coping skills (Schmitz et al., 2012). Examples of e-mail communications exchanged
with several local authorities and secured on my home computer follow. In one e-mail,
the director of nursing at a local college wrote, “[in the curricula] we address coping and
resilience strategies… from a client perspective. We do not have specific courses that
cover such an issue [for nurses] (S. M., personal communication, February 10, 2015).
Although resilience education, PD, and peer support programs for RNs may be effective,
they are not locally instituted into practice (Chan, Chan, & Kee, 2012a; Lavoie et al.,
2011).
An experienced trauma RN and ED manager for two local hospitals wrote about
the challenges of emergency nursing through an e-mail exchange:
An ED nurse with over 25 years’ experience asked me, “Do you think it is
possible for nurses to have PTSD?” This nurse was experiencing sleep
disturbances, physical manifestations of stress, and had sought counsel. Basic
nursing education programs provide skills, a series of tasks that assist in
improving the health of the patient. When the difficult cases come, the ability to
perform efficiently and effectively defines nurses’ aptitude. [We] show no fear or
emotion… skip breaks, [do] not care for self, and then come back tomorrow to do
it again. Seasoned nurses are the best teachers of keeping it together. (S. H.,
personal communication, February 1, 2015)
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A former ED RN and trauma center nursing administrative manager shared her
thoughts through e-mail:
Schools never addressed [traumatic stress] at all. Employers seem to turn a blind
eye, like that will never happen, and the nurses will be fine. When an incident did
happen, i.e. the shooting in the ED several years ago, counselors and CISM was
provided [sic], but nobody was educated prior and [the ED] is a high traumatic
stress area. (S. C., personal communication, February 8, 2015)
In an e-mail, a local hospital vice president described her perspective as a health
care executive challenged with decisions based on tight budgets:
Educational offerings for nurses are eliminated due to the expense. While we
have “nursing education days,” these sacred hours contain the most necessary ongoing education/certifications that hospitals are held accountable for from
regulatory agencies. We take for granted that nurses will know how to cope, how
to deal with all of the horrific situations they deal with as part of their work. After
all, they are nurses - isn’t that why they are doing what they do? Nurses are never
fully prepared. Caring for patients will continue to be a challenge with the
changes in our health care industry, and hospitals should be better able to support
their nurses. Nurses are caring for individuals under circumstances that most of
us never see, or even think about, at their most vulnerable times and in the most
horrific of circumstances. We have to commit to care for the caregivers. Even if
it does present significant cost, we need to consider the cost of time off, health
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care expenses for employees, etc. Hospitals have to commit to a culture of
support and healing. (A. M., personal communication, February 9, 2015)
Evidence of the Problem from the Professional Literature
The concepts of resilience and coping training programs appear throughout the
literature as positive, dynamic, and useful, but rarely employed (Howe, Smajdor, &
Stockl, 2012). High levels of occupational exposure to traumatic stress combined with
few opportunities for resilience and coping training contribute to disengagement, crises of
competence, and burnout. Nurses’ thoughts about leaving the profession following
occupational exposures to trauma materialize as early as nursing school (Rudman &
Gustavsson, 2012). Nursing students’ high stress transfers from nursing school to the
workplace as poor resilience, poor coping skills, and maladaptive reactions that affect
nurses’ fitness for practice (Reeve, Shumaker, Yearwood, Crowell, & Riley, 2013).
Researchers suggest that stressors from clinical training may translate into emotional or
psychological impairments throughout nurses’ professional lives, supporting the need for
courses offering resilience and coping strategies (Shaban, Khater, & Akhu-Zaheya,
2012).
Leaving nursing school and entering the workplace unprepared to mitigate the
negative effects of job-related stress reinforces the need for resilience and coping training
and continuing education programs. Noting a paucity of research on nurses’ occupational
stress reduction, Happell et al. (2013) suggested prevention strategy initiatives like
coping skills training to assist with organizational understanding and support. Peters et
al. (2012) echoed the need for managers to provide coping strategies training and support
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to reduce nurses’ workplace stress. Mealer, Jones, and Moss (2012) emphasized the
benefit of providing a resilient role model to facilitate observational learning and
augment resilience and coping skills programs.
Without resilience and coping training, workers may sense a deficiency in
organizational support, contributing to reduced self-efficacy, lowered sense of
competence and control, learned helplessness, and failed coping (Bonanno, PatHorenczyk, & Noll, 2011; Meadows, Shreffler, & Mullins-Sweatt, 2011). As
psychological coping resources decrease, nurses display fewer help-seeking behaviors
(Kirby et al., 2011; LeBlanc et al., 2011). The stigma attached to seeking help for
psychological distress also contributes to increased symptom occurrence, relapse,
distress, and hopelessness (Vogel, Bitman, Hammer, & Wade, 2013). However, through
the positive models of adaptive coping and resilience training, nurses may employ
learned behaviors like seeking support, using appropriate humor, managing effectively
negative emotions, incorporating positive moral beliefs, and processing reflectively for
learning and growth (Howe et al., 2012). The dynamic aptitude of resiliency, a concept
rarely used in training programs, allows nurses to thrive amidst stressful and seemingly
impossible situations (Howe et al., 2012).
The purpose of the study was to investigate the impact of occupational traumatic
stress on ED RNs who lacked formal course work addressing resilience and coping skills.
Information provided by the nurses addressed how an absence of formal course work in
resilience and coping influenced biopsychosocial and professional OTS effects like
changes in eating or sleeping habits, impaired performance, hyperarousal, and STS
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symptoms. Understanding how coping and resilience course work could affect nurses
may provide data addressing problems of nurses’ health, performance, job satisfaction,
and the benefits of providing resilience and coping strategies training programs.
Definitions
Adaptive coping strategies: Positive responses to traumatic stress used to manage
emotions and nurture the growth of personal resources like self-efficacy (Hayward &
Tuckey, 2011).
Avoidance-focused coping: Strategies used to distance from the reality and
emotional threats of the traumatic incident (Vashdi et al., 2012).
Burnout: Emotional exhaustion, patient depersonalization, lessened self-efficacy,
and negative feelings toward patients (Hinderer et al., 2014).
Compassion fatigue (CF): Disengagement from patients and loss of empathy
toward them resulting from cumulative exposures to trauma (Mealer & Jones, 2013).
Compassion satisfaction (CS): A positive feeling of accomplishment following
rendering patient care (Hinderer et al., 2014).
Emotion-oriented coping: The process used to maintain equilibrium through
cognitive-behavioral actions like dissociation (Everly et al., 2008).
Gallows humor: A cognitive coping mechanism used to reframe trauma by using
dark and sometimes inappropriate humor (Southwick & Charney, 2012).
Level II trauma center: An American College of Surgeons and state authority
based on one through four designations (American Trauma Society, n.d.).
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Maladaptive coping strategies: Negative dysfunctional or avoidance-focused
practices consistent with adverse outcomes (Kirby et al., 2011).
Posttraumatic stress disorder (PTSD): A psychological diagnosis given for
specific posttrauma exposure mental disorders (Lavoie et al., 2011).
Posttraumatic stress symptoms (PTS): Intrusive thoughts about the traumatic
event, increased arousal, and avoidance of event triggers (Frazier et al., 2011).
Psychological first aid (PFA): An early crisis intervention tool to mitigate stress
responses through support and compassion (Everly, Barnett, Sperry, & Links, 2010).
Psychopathology: The medical model of psychological trauma, mental
dysfunctions, and disorders which result from aversive events (Benight, 2012; Bonanno
& Mancini, 2012).
Resilience: The innate, reinforced, or learned ability to bounce back or positively
adapt in the aftermath of trauma exposure (Schiraldi, Jackson, Brown, & Jordan).
Secondary traumatic stress (STS): A negative consequence of trauma exposure
with posttraumatic stress symptoms marked by intrusive thoughts, increased arousal, and
avoidance of elements that may trigger memories of the trauma (Cieslak et al., 2013).
Task-focused coping: The process of remaining focused on job duties and
procedures, the most positive of the three strategies of emotion, task, and avoidance
coping practices (Vashdi, et al., 2012).
Vicarious traumatization: A term often used interchangeably with secondary
traumatic stress, indicates a transfer of the psychopathology and ill effects of trauma from
the patients to the helpers (Mairean & Turliuc, 2013).
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Significance
Local experts and the literature support the need for training in coping and
resilience for nurses, confirming gaps in education and practice. Beck (2011) called for
continuing education whereby nurses may learn strategies to increase resiliency and
prevent known STS symptoms. Unless programs addressing adaptive coping and
resilience strategies become available to practicing nurses, negative stress outcomes may
continue (Lavoie et al., 2011). Making area organizational leaders aware of the need for
training strategies may encourage the adoption of training initiatives (Happell et al.,
2013). Coping and resilience preparation used as an adjunct to ED RN skills training can
decrease negative outcomes and increase CS, important to local and larger educational
contexts (Hinderer et al., 2014).
Specialties like ED separate RNs from general practice, exposing them to
extraordinary circumstances and increased levels of responsibility (Adriaenssens et al.,
2011). The population of ED RNs cannot avoid exposure to traumatic stress (Chan,
Chan, & Kee, 2012b; Cieslak et al., 2013; Hinderer et al., 2014). Nursing courses and
continuing education programs do not mandate instruction identifying predictable
biopsychosocial responses to occupational stressors, or supportive programs to reduce
negative outcomes (Adriaenssens et al., 2011; Macomb Community College, 2014-2015;
St. Clair County Community College, 2015; Wayne State University, 2015). This study
may contribute to academic and professional nursing knowledge by addressing healthpromotion for practicing nurses and informing educators of developments influencing
nursing education trends within the health care landscape (Rosenstein & Naylor, 2012).

11
The culture of support and healing for emergency nurses will not materialize without
active social change intention and effort.
Guiding Questions
Research focusing on the negative outcomes from vocational exposures to
traumatic stress is ubiquitous across the landscape of emergency services’ professionals
and is progressing slowly into emergency nursing. Researchers publishing studies
linking cause and effect relationships recognize the important and static element of OTS
exposure and the possibility of negative biopsychosocial and professional outcomes for
nurses. Deficient in coping and resilience strategies to mediate exposures to occupational
trauma, nurses may fall into dysfunctional tactics like abusing alcohol and drugs.
Nurses’ maladaptive coping strategies may also result in adverse outcomes of CF, an
inability to think clearly on the job to perform work functions, and burnout.
Some nurses flourish in the midst of trauma and chaos, experiencing posttrauma
positivity and CS. Examining whether the coping skills of ED RNs are inherent or
learned assists with using that knowledge to teach nurses how to become more resilient.
Literature documenting that coping mitigates the negative appraisals and dysfunctional
outcomes of vicarious traumatizations is universal. The missing element may be to
understand the source of nurses’ positive strategies and whether those tactics were innate
or learned through training or observation. Using a qualitative study to gather nurses’
input about the impact of occupational trauma on ED RNs not educated in coping and
resilience strategies may assist in forming an action plan for addressing the local gap in
practice: a deficiency in ED nursing coping and resilience training programs.
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Guiding questions:
1. What are ED RNs’ experiences with occupational traumatic stress for RNs
who have not received coping and resilience education?
2. How might nursing education professional development programs be changed
to assist ED RNs with occupational traumatic stress?
Review of the Literature
A literature review included studies I retrieved from EBSCO Host, ERIC,
ProQuest Central, PsycARTICLES, and SAGE. Library searches about PD and nursing
education, and materials from trauma psychology and emergency mental health
professional journals augmented the literature review. Keywords included emergency
nursing, occupational trauma, coping, resilience, burnout, secondary traumatic stress,
posttraumatic stress, self-efficacy, experiential learning, and vicarious traumatization.
The literature review separated into five sections: the studies’ theoretical framework,
information about coping and resilience education available for student and practicing
nurses, the impact on nurses without formal coping and resilience course work, data from
related occupations, and benefits of coping and resilience training for practicing nurses.
Theoretical Framework
The theoretical framework for this study included social learning theory (SLT)
and experiential learning theory (ELT). Bandura and Jeffery (1973) and Bandura (2012)
described SLT as knowledge that comes through cognitive processes by way of
observations, environmental influences, experiences, and individual perceptions.
Intertwined with SLT is Kolb’s ELT, based on the work of John Dewey, a holistic model
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expanding upon cognitive-behavioral learning theories whereby knowledge derives from
transforming experiences, incorporating feelings, learning, and behavior (Finch, Peacock,
Lazdowski, & Hwang, 2015; McDermott, 2012). Conceptualizations of events may be
concrete or abstract, contributing to the idea that vicarious experiences, positive or
negative, are a dimension of learning, connecting with and building upon prior incidents
(McDermott, 2012). Finch et al. (2015) emphasized that ELT is a leading framework for
studying the conversion of experience into learning. Hinshaw, Burden, and Shriner
(2012) echoed the importance of modeling and social interactions, reflecting Bandura’s
concept of attention, retention, reproduction, and motivation for learning.
Bandura (2012) focused on observations more than imitating behaviors, as
information acquisition can occur vicariously. Bandura and Jeffery (1973) provided early
support for the relationship between vicarious observation and vicarious traumatizations,
which may connect observational learning with the unintended consequences of STS.
Nurses learn from other nurses through a see one, do one, teach one process bundling
learning with meaning making (Bandura, 2012). The power of SLT can emerge in
undesirable ways such as when the strength of witnessed behaviors, cognitively
incongruent to the observer, may overshadow individuals’ value systems and influence
engagement in negative, attitude-discrepant activities (Bandura, Ross, & Ross, 1963).
Nurses derive satisfaction from their professional identification, academic
accomplishments, and clinical competencies intrinsically and outwardly enmeshed in the
meaning attached to their professional roles (Bandura, 2012; Johnson, Cowin, Wilson, &
Young, 2012). Reflective of SLT, ED RNs partake in a community of practice through
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shared interactions within a constantly changing environment (Adriaenssens et al., 2011).
Experiential learning theory incorporates the challenge of discerning social influences
and relevancy through discovering the tethers between past and present issues
(McDermott, 2012). Making a distinction between routine, mechanical skills and
conscious thinking and reasoning, nurses use ELT as an integrative process, a cornerstone
of problem-based learning (Finch et al., 2015; Kantar, 2014; McDermott, 2012).
The qualitative case study approach permitted an in-depth examination of nurses’
thoughts, feelings, and stories through the social and experiential learning frameworks of
Bandura and Kolb. This study did not veer fully into Bandura’s (2012) incorporation of
personality and self-efficacy, as those concepts are too broad for this segment of research.
Understanding nurse perspectives about resilience and coping linked Bandura’s (1973)
powers of observation, cognitive rehearsal, and processing of observations to the nursing
education and practice. Experiential learning was used in the context of a bounded
system of ED RNs, noting a critical component of experiential learning: making meaning
of experiences (Merriam, Caffarella, & Baumgartner, 2007).
An alternative consideration, behavioral learning theory, relates to imitating skills,
yet requires positive or negative reinforcement for learning (Weiten, 2008). In contrast to
behavioral learning, which extinguishes in time without reinforcement, observational
learning remains in memory (Bandura, 1973; Todd, Vurbic, & Bouton, 2014). Freire’s
methods of learning fall short of addressing the interaction between nurses, though
students may perceive nursing preceptors as omniscient (Merriam et al., 2007). The
banking education method suggested by Freire also fails for new nurses lacking coping
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strategy education, as neither inexperienced nor experienced nurses respond effectively to
problem-posing education if unaware of existing problem-solving strategies (Merriam et
al., 2007). Therefore, the combination of experiential and social learning theories
connects best with investigating the effect on ED RNs without resilience and coping
training.
Coping and Resilience Education for Nurses
The paucity of literature about coping and resilience course work for ED RNs led
to examination from related perspectives. Documenting the shortage of training
programs for ED RNs began with noting the same coping and resilience education gap
with student nurses. Without formal coping and resilience curricula, nursing students
learn of professional skills toolkits that suggest incorporating coping concepts but fall
short of teaching them (Adam & Taylor, 2014). Williams (2012) introduced the
connection between emergency responders and nursing education, proposing combining
them in courses for those caring professions sharing traumatic occupational exposures.
Pines et al. (2012) found a correlation between students’ resiliency and empowerment,
suggesting coping education as a way to increase resilience for negotiating students’
clinical and workplace stressors. When students become practitioners, their absence of
coping strategy education can persist by forming a divide between optimal and actual
competencies (Meretoja & Koponen, 2012).
Once nurses are engaged in professional practice, Meretoja and Koponen (2012)
noted the importance of establishing continuing coping strategy education. In a study of
Australian nurses, Drury, Craigie, Francis, Aoun, and Hegney (2013) acknowledged the
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need for nursing stress management courses while conceding the shortage of resources to
mandate those activities. A deterrent beyond organizational resources is an unwillingness
of nurses to participate in training outside of paid hours (Drury et al., 2013).
Acknowledging the sacrifice of private time necessary to engage in continuing education,
nurses in a Delphi study either accepted the critical importance of engaging in training or
failed to take personal responsibility to participate (Brekelmans, Poell, & Wijk, 2013).
Nurses need the support and encouragement of employers and nurse educators to
embrace, participate in, and prioritize continuing education courses and coping strategies
training as an adjunct to skills maintenance (Brekelmans et al., 2013).
In response to work stressors, nurses lacking effective coping strategies are the
most likely to leave nursing and move on to other occupations (Wu, Fox, & Adam,
2012). Research has shown that 18-50% of new nurses leave their jobs or the profession
within the first year (Wu et al., 2012). Glynn and Silva (2013) emphasized the
significance of role model preceptors for new ED RNs to increase retention during the
transition between academics and practice, encouraging coping training for ongoing
practice. Mosadeghrad (2013) and Hegney et al. (2013) urged psychosocial capacity
building and training nurses in effective coping strategies, noting job stress and coping
inabilities as contributory to nursing possessing the highest professional turnover rates.
Resilience and Coping Training Impact on Nurses
The influence on practicing nurses not educated in resilience and coping strategies
is complex, reaching beyond patient care, job satisfaction, or turnover. ED RNs are part
of a professional culture that has long claimed immunity to vicarious traumatizations,
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creating a likelihood of social withdrawal and self-destruction rather than seeking support
or discussing inner conflicts (Prati et al., 2011). Although ED RNs may possess some
level of inherent resilience attributes, traumatic exposures’ effects are cumulative and can
overwhelm existing coping mechanisms (De Villers & DeVon, 2012; Healy & Tyrrell,
2011; Schwabe, Dickinson, & Wolfe, 2011). Requesting help is psychologically
incongruent, carrying a negative stigma that encourages maladaptive strategies like
overeating, drinking, and social withdrawal (Chan et al., 2012a, Healy & Tyrrell, 2011;
LeBlanc et al., 2011; Pich, Hazelton, Sundin, & Kable, 2011).
Studies support that ED RNs repeated occupational exposures to death and
violence place them at risk for STS (Cieslak et al., 2013; LaFauci Schutt & Marotta,
2011). Emergency nurses also have a 3.5 times greater likelihood of misusing drugs than
other nurses (Healy & Tyrrell, 2011). Impaired performance can present through
compromised cognitions and behaviors, like an inability to calculate drug dosages or
provide cardiac resuscitation (LeBlanc et al., 2011). When coping mechanisms fail,
emotional disequilibrium contributes to dysfunctional strategies, helplessness, and
perpetuating failed coping (De Villers & DeVon, 2012; Por, Barriball, Fitzpatrick, &
Roberts, 2011; Rosenstein & Naylor, 2012).
Nurses may exhibit PTS symptoms like emotional withdrawal, avoidant coping,
CF, and burnout (De Villers & DeVon, 2012; LeBlanc et al., 2011; Vogel, et al., 2013).
Risk factors that influence or contribute to PTS include prior distress, subjective
interpretation, and absence of situational control (Frazier et al., 2011). Due to their
traumatic exposures, nurses may develop intrusive recollections, numbing, avoidance of
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stimuli, persistent increased arousal, symptom duration of more than one month, and
clinically significant distress (U.S. Department of Veterans Affairs, 2015).
Healy and Tyrrell (2011) reported that ED occupations encourage poor sleep,
increased absenteeism, and staff turnover. A more insidious cause of nurses’ negative
coping is empathetic engagement when they know or identify with victims of trauma,
increasing vulnerability and amplifying levels of posttraumatic stress (Kirby et al., 2011).
Adding a biological perspective to the psychosocial elements, chronic sympathetic
nervous systems’ fight or flight stress hormones secondary to traumatic stress exposures
may promote pathology (Schwabe et al., 2011). An endorphin link between stress and
addictions may surface among those using chemicals to cope (Schwabe et al., 2011).
Little information is available as to how emergency nurses assess or interpret
traumatic stress, or what coping strategies they have developed or learned (Hayward &
Tuckey, 2011; Meadows et al., 2011). When high-stress environments impair nurses, the
results can be devastating as nurses battling STS while trying to care for themselves
cannot adequately care for others (Healy & Tyrrell, 2011). For nurses without coping
and resilience training, avoidance is a common reflex, a temporary buffer that often fails
(Dasgupta, 2012; De Villers & DeVon, 2012). Task-focused coping can be adaptive
during the trauma, but problematic if that dissociation continues (Kirby et al., 2011;
Vashdi et al., 2012).
Context is another factor, as coping strategies used by ED RNs may not mirror
those used by other nurses (Eley & Eley, 2011; Kirby et al., 2011). Contextually
examining nurses’ perceptions of responding to trauma includes the gamut of trauma
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detachment, rumination, gallows humor, cognitive reframing, self-help coping, resiliency,
optimism, humor, and adaptive coping strategies (Kirby et al., 2011; Prati et al., 2011;
Westwood & Johnston, 2013). The types of coping strategies nurses use influence their
posttrauma recovery (Bonanno et al., 2011; Kirby et al., 2011). Studying nurses’
resilience and coping practices informs educators’ choices for training course content.
Benefits of Resilience and Coping Training for Nurses
Researchers’ findings in the literature indicate that coping skills assist with
mitigating negative appraisals of serious events (Buurman, Mank, Beijer, & Olff, 2011).
Adaptive coping skills permit nurses to manage cognitive appraisals and behavioral
responses with problem-focused or emotion-focused tactics (Lavoie et al., 2011).
Bonanno and Mancini (2012) veered away from psychopathology to relate inherent
coping skills and resilience with positive and adaptive trauma exposures. Cieslak et al.
(2013) related self-efficacy and perceived environmental control with mastery over the
challenges of STS, a more adaptive view for coping with occupational trauma.
Everly et al. (2008) and Mealer et al. (2012) correlated resilience, coping skills,
hardiness, and emotional intelligence as protective and positive for successful coping.
Problem-focused coping relates to a decrease in psychological distress, emotional
exhaustion, burnout, and conversely a higher sense of accomplishment (Adriaenssens, De
Gucht, & Maes, 2012; Adriaenssens, De Gucht, & Maes, 2015). Meyer et al. (2012)
suggested that some workers exposed to occupational trauma possess an intrinsic
resilience influencing and moderating the severity of maladaptive responses.
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Providing training with a focus on resiliency and preparation instead of reaction
and burnout is crucial to health promotion (Schmitz et al., 2012). Noting the cumulative
and debilitating occupational exposures of ED RNs, Flarity, Gentry, and Mesnikoff
(2013) studied the effectiveness of an education program to increase CS and decrease CF.
Results of the 4-hour training showed significant positive outcomes for CF symptom
resolution, suggesting its value in nursing training and retention (Flarity et al., 2013).
Following an integrative, holistic 8-week educational program, health care participants
reported significant reductions in stress and increased confidence in coping self-efficacy
(Tarantino, Earley, Audia, D’Adamo, & Berman, 2013). A 5-week CF intervention
program for nurses showed reductions in STS scores immediately after the program with
statistically significant reductions 6 months afterward (Potter et al., 2013).
Other educational models include training in resilience and coping strategies
outside the mainstream of nursing education. Accelerated Recovery Program (ARP) and
Mindfulness-Based Stress Reduction (MBSR) emphasize wellness, self-care, and coping
strategies (Wentzel & Brysiewicz, 2014). A comprehensive crisis intervention model
used successfully by emergency responders and recommended for nursing training by
Blacklock (2012) is Critical Incident Stress Management (CISM), an adjunct training
option addressing preparatory and posttrauma exposure programs. Problematic within
these choices outside nursing education is their requirement for personal funding, as
professional occupational structures normally do not supplement nursing continuing
education beyond what institutions require for employment.
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Trauma psychologists and crisis interventionists have suggested ways of dealing
with trauma exposure and STS, but those strategies have not become standardized within
nursing education (Prati et al., 2011). Contributing to the need for identified and
systematized coping strategies is the fact that the trauma psychology model is
comparatively new (Rocchio, 2010). The contributions of trauma psychology have not
infiltrated into education, the nursing perspective of coping with occupational trauma has
not penetrated into research, and applicable findings have not been adopted within
nursing practice. These gaps punctuate the challenges for nurses lacking formal
resilience and coping training.
The challenges of dealing with OTS without formal coping skills training are not
limited to ED RNs and occur in similar occupations like firefighters, emergency
responders, and emergency physicians (Jahnke, Gist, Poston, & Haddock, 2014; Kirby et
al., 2011; Schmitz et al., 2012). A pilot study by Sood, Prasad, Schroeder, and Prathibha
(2011) concluded that a brief training to enhance resilience and decrease stress with a
Stress Management and Resiliency Training (SMART) program offered options for
another group who experience occupational stress. Emergency responders have used
posttrauma interventions for years, however, preventative and preparatory training for
resilience, stress inoculation training, and addressing how individuals process stress are
comparatively new (Cornum, Matthews, & Seligman, 2011; Hourani, Council, Hubal, &
Strange, 2011a). A similar group, emergency responders, has followed the military by
adopting the CISM or the United States Air Force (USAF) models of crisis intervention
(Jahnke et al., 2014; USAF AFI44-153, 2014).
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Related Occupations
Literature documenting problems in the emergency responder population
regarding the paucity of preparatory resilience and coping strategies predates examination
of the same problem within nursing. Emergency responders’ occupational exposures to
trauma, empathetic engagement, and vicarious traumatization have long generated a need
for adaptive coping strategies (Miller, 1995; Mitchell & Bray, 1990; Palm, Polusny, &
Follette, 2004; Regehr, Goldberg, & Hughes, 2002). Mitchell (1983) first published
findings of responders’ maladaptive coping in response to occupational trauma and the
need for symptom mitigation over 30 years ago. An exploration into responder support
systems, perceptions, and resilience factors opens a coffer of data that has shifted focus
from maladaptive post-incident response treatments to adaptive preparedness and coping
strategies (Everly et al., 2008). Approaching responders from a health-promotion
construct provides entry into closed professional systems that may otherwise reject the
suggestion of psychological coping strategies (Blaney, 2009; Miller, 1995).
Researchers’ findings in the current literature support introducing resilience and
coping training, steering away from the medically driven models of psychopathology and
toward health promotion for addressing occupational stress exposures (Benight, 2012;
Kirby et al., 2011). Education specific to the responder population, whose stressresponse inclinations similarly align with my own as a paramedic and ED RN, shows
promise through resilience and coping training programs (Salters-Pedneault, Ruef, & Orr,
2010; Schiraldi et al., 2010). Congruently, researchers examining occupational trauma
exposures in the medical profession are also beginning to scrutinize resilience training
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and coping education for physicians (Howe et al., 2012; Schmitz et al., 2012). The
controversy lies within organizational support for ED RNs and other health care
professionals for resilience and coping education programs.
Implications
The local ED had no education programs to address nurses’ coping skills or the
after-effects of OTS exposures. Findings from this study may attend to the knowledge
gap, providing a PD project direction intended to inform nurses, educators, and managers
of methods to address and possibly mitigate the effects of OTS. The ED management
might benefit from findings identifying staff needs and perspectives as managers cannot
take action without problem awareness.
Nurse educators could gain direction for PD training programs by combining
existing data with study findings. Staff nurses could benefit from PD tailored to their
needs mediating dysfunctional outcomes of negative assessments, enhancing the positive
resilience benefits for compassion satisfaction. Study findings may also direct attention
to resilience and coping, encouraging professional discussion.
Throughout the literature, coping and resilience training show promise for
mitigating the negative biopsychosocial outcomes secondary to traumatic occupational
exposures (Attia et al., 2012; Prati et al., 2011). Awareness of coping strategies can
inform educators by combining literature knowledge with study results, revealing how
participants’ deficit in resilience and coping training may impact nurses and nursing
practice (Bonanno & Mancini, 2012). There are three primary styles of coping used in
responding to work-related exposures to trauma. Task-focused coping is the most
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positive and adaptive, as nurses who bear some sense of situational control concentrate
on duties, skills, and procedures to try to moderate stress (Vashdi et al., 2012).
Emotion-focused coping is a strategy using concentrated efforts to manage
emotional reactions and maintain equilibrium, like using the fallback mechanism of
gallows humor to distract from the trauma (Mesmer-Magnus, Glew, & Viswesvaran,
2012; Vashdi et al., 2012). The third strategy is avoidance-focused coping, employing
efforts to distance from the emotional threats and reality of the situation, like using
alcohol or overeating, post-exposure strategies employed by some participants (Vashdi et
al., 2012).
Summary
Involvement in hazardous and traumatic events is part of the fundamental
experience of ED RNs with the predictability of outcomes in its infancy and certainty of
coping strategies elusive (Kirby et al., 2011). Contributory causes of negative outcomes
include occupational exposures to horrific events, deficiency of an optimistic coping
style, engaging emotionally with victims, and lacking adequate support resources.
Problematic and maladaptive behaviors related to these causes add to enduring patterns of
pathological after-effects (Kirby et al., 2011; LeBlanc et al., 2011). The data remind that
nurses do not necessarily possess the inherent resilience or coping skills to handle
extreme circumstances, and the destructive consequences of maladaptive coping
strategies are ubiquitous (Adriaenssens et al., 2011).
Nurses are often unprepared to cope effectively with trauma exposures, and
seeking help may be discouraged or not considered because of the stigma attached to
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counseling, or inferences of reduced competency (Cieslak et al., 2013; Von Rueden et al.,
2010). Many ED RNs leave nursing for other professions due to CF and burnout (Harkin
& Melby, 2014). However, there is merit in surfacing research promoting the concept of
resilience and coping as learned competencies, encouraging educational program
development. Embracing resilience and adaptive coping strategies as health constructs
may reframe perceptions of occupational trauma exposures by discarding the notion that
all exposures result in pathology (Benight, 2012; Howe et al., 2012). The confounding
relationship between trauma and coping remains a point of interest and ambiguity as
nurses continue to experience CF or CS following occupational exposures to trauma
(Cieslak et al., 2013; Hinderer et al., 2014; LaFauci Schutt & Marotta 2011).
Documenting the need for education in resilience and coping strategies brings
attention to the importance of training nurses to manage traumatic occupational
exposures. The gap is evident in the unanswered and mostly unaddressed question of how
to implement those training programs into practice. As studies focus on the pathology
occurring without occupational stress mediation efforts, another gap arises amid CF and
CS. Further research is necessary to examine why some nurses exposed to trauma suffer
negative biopsychosocial effects, while others flourish with similar challenges,
experiencing job satisfaction. Taking the research into why nurses react as they do,
understanding personality traits, training, environment, and support may guide educators
toward mitigating the effects of vicarious traumatization.
In section 1, I documented a local problem, definition of that problem, rationale,
pertinent definitions, guiding questions, and review of the literature. Noted were
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implications of not having the training to mediate negative outcomes from STS, as were
the mediating factors of programs addressing resilience and coping strategies for nurses.
Bandura’s SLT and Kolb’s ELT provided the theoretical framework for the proposed
study as observational and experiential learning shape the culture, practice, and insight of
ED RNs. Implications for positive social change within the ED nursing community
include understanding and mediating the negative effects following occupational
exposures to traumatic stress, enhancing nurses’ resilience, introducing more adaptive
coping mechanisms, and introducing knowledge useful to ED managers and educators.
In section 2, I attended to the research methodology and focused on the design
and approach, criteria for participants, sample size, and setting. The ethical protection of
participants received attention intended to protect nurses’ privacy and rights. I addressed
the role of the researcher, professional experience, and bias. Data collection strategies,
storage, participant interview information, aligning the guiding research questions and
interview questions received consideration. Presenting the results of data analysis
through coding and themes led to the development of the PD program in Section 3.
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Section 2: The Methodology
The purpose of this study was to investigate what impact OTS had on ED RNs
who lacked coping and resilience training. Seven nurses from a trauma center ED
participated in interviews regarding their perspectives about OTS exposure effects on
nurses lacking resilience and coping education. Data collection consisted of transcribed
audiotaped interviews that were coded and analyzed to build descriptions and themes.
Outlined in this section is the framework for research design, approach, rationale,
participants, data collection, and analysis, aligning with guiding and interview questions,
and describing the project deliverable.
Qualitative Research Design and Approach
Creswell (2009) described qualitative research as the systematic investigative
process used for understanding what meaning individuals attribute to human or social
problems using a framework of worldviews, inquiry strategies, and methods. This case
study design included probing, open-ended questions and an inductive reasoning process
for in-depth inquiry into real-world events and experiences (Bogdan & Biklen, 2007;
Crowe et al., 2011). Audio-recorded one-on-one interviews with ED RNs provided data
in response to the problem and guiding questions. Summaries and analysis of that data
helped support and determine the direction of the project deliverable.
Rationale for Research Design
Creswell (2009) included worldview as a component of the research process.
Social constructivism assumptions that people create subjective meaning from their
background and experiences relate to this study’s context, culture, and participants. The
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qualitative constructivist concepts link to the multiple valid realities erected within
individuals’ minds instead of from points external to them (Kantar, 2014).
Constructivism is used to explore nurses’ experiences as self-created, within a social
reality, context, and community of ED RNs (Kantar, 2014). Because the research
occurred within a bounded, defined group of participants, the intrinsic case study design
was suitable (Creswell, 2012). The study event was the lack of resilience and coping
training for ED RNs. The setting was a trauma center ED.
The analyzed results of this intrinsic case study provided a detailed exploration of
the bounded system of ED RNs separated from the public by their specific occupational
experiences and responsibilities (Creswell, 2012). Through one-on-one interviews, seven
ED RNs provided rich narratives about the impact of OTS on nurses lacking resilience
and coping training. Incorporating qualitative research into nursing practice helps to
identify contextual, relevant nurse issues, and capturing RNs’ experiences with OTS may
assist in improving nursing practice outcomes (Leeman & Sandelowski, 2012).
Other approaches did not suit the problem, guiding questions, or culture and
context of ED RNs. For example, narrative research is a storytelling strategy that follows
one or more individuals, addressing the meaning of their experiences (Creswell, 2012).
Another consideration was phenomenological research, which requires prolonged
engagement with participants around a particular event (Creswell, 2009). The grounded
theory strategy is used to generate a general theory based on the data to explain a process
of events over time instead of focusing on an education problem (Creswell, 2012).
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Action research was not appropriate because this study did not involve
participants in the research process (Merriam, 2009). A quantitative approach would not
have permitted an in-depth exploration into the expressed thoughts and feelings of the ED
RNs. Rather than making systematic comparisons and generalizations, as with
quantitative studies, the desire was to illuminate perspectives and meanings of the
participants in their words (Bogdan & Biklen, 2007). The scope of time and resources
necessary to collect and analyze quantitative and qualitative data removed the mixedmethods design from consideration for this study (Creswell, 2009).
Participants
In qualitative research, the most often used procedure to gain appropriate and
amenable participants is purposeful sampling (Lodico, Spaulding, & Voegtle, 2010). The
type of sampling for this study was a nonprobability snowball sampling. Identifying
RNs, who met selection criteria, began with a single nurse, which led to connecting with
other nurses through word of mouth referrals (Lodico et al., 2010). Access to the sample
population was limited to recruitment through flyers and communication with those
nurses through telephone and e-mails. Considering and respecting the closed culture of
ED RNs, referrals came through participants’ trust of their cohorts.
Criteria and Justification for Participant Selection
Inclusion criteria. Participants were eligible based on the following:


RNs without training in resilience and coping strategies,



fully-licensed RN,



currently employed as an ED staff nurse at the research site,
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at least 1 year of ED experience as a registered nurse,



age 21 or older,



ability to respond to interview questions and available for interview, and



willing to sign an informed consent.

Exclusion criteria. Participants were ineligible for this study based on the
following:


nurses with less than 1 year in the ED as a RN, even if transferring from a
different department at the research site, or ED experience in a different
professional capacity and



nurses on orientation or probation.

More experienced RNs receive higher acuity patients. New nurses may not have
appreciated the problem and purpose of the study, as they did not have full trauma
exposure. Demographics included a diverse nurse population representative of the locale,
a minimum education of associate’s degrees in nursing, and no exclusion for age, gender,
race, ethnicity, religion, socioeconomic status, disability, sexual orientation, gender
identity, or shift worked. Understanding the impact of nurses’ occupational trauma,
coping, and resilience required RNs with shared ED experience.
Setting
The setting for this study was a Level II trauma center. The nurses were skilled
professionals trained in multiple levels of trauma intervention to treat critical and high
acuity patients. Trauma center nurses have specialized emergency experience and
training with mandated advanced cardiac life support and trauma certifications.
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Procedure for Gaining Access to Participants
A nurse employed at the research site connected me with the ED director of
patient care services (DPCS). After expressing interest in the goals of the study through
telephone and email exchanges, the DPCS agreed to sponsor the study and advised me to
contact corporate headquarters (HQ) for formal permissions. Corporate HQ required
formal sponsorship and a gatekeeper to interview the ED RNs. The corporate manager at
the center for innovation and research expressed interest while admitting the organization
had never entertained a nonemployee, nonclinical study. After consulting with the
human research protection programs’ (HRPP) operations and administrative staff, the
corporate institutional review board (IRB) analyst outlined requirements necessary to use
any of their facilities for research:


supply corporate headquarters with the name of an employee at the research
site who will act as a sponsor (gatekeeper) for the study;



formally request access to their e-Protocol for electronic submissions;



review the corporate HRPP manual and all HRPP website materials to
familiarize with corporate processes;



complete the corporate IRB request for determination of nonhuman subjects
form;



contact the site’s human resources vice president to notify of intent;



complete specific course work modules through the Collaborative Institutional
Training Initiative (CITI) to satisfy training requirements for social and
behavioral research with human subjects
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o CITI training ID 4565301, completion ID 14846901, 01/26/2015


ask my committee chair to complete the same CITI training modules to satisfy
the IRB research requirements;



inform the IRB analyst upon completion of mandated CITI courses by myself
and my committee chair; and



use the corporate IRB for project approval (before Walden’s IRB)
o corporate IRB expedited review approved without stipulation,
protocol: 2015-00081, approval period 09/15/2015 - 08/31/2016
o IRB approval included the corporate consent form, data collection
form, corporate protocol document, study flyer, and gift-card letter
o Walden IRB approval to conduct research: 10/01/2015 approval
number 08-21-15-0291629.

All permissions and communications were processed through the organization’s IRB
representative, who wrote upon completion of the stipulations, “All we require now is
that you conduct your study in the manner in which you submitted, using the materials
we approved” (J. R., personal communication, October 5, 2015).
Permissions then transitioned to the DPCS, who supplied the formal letter of
cooperation granting permission for access to participants and facility use. The DPCS
assigned as gatekeeper the ED clinical manager (CM). The ED CM accepted a packet of
flyers for distribution to the nurses, saying she would post them in the break room for 21
days, a limitation specified by the DPCS. The ED CM denied access to speak to or e-
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mail the ED RNs directly. The ED RN interviews occurred on the site before and after
shifts, and through video conferencing during off-duty hours.
Sharing my status as a peer ED RN served to cultivate a rapport and relationship
with the ED RNs. I informed them of my experience as a trauma nurse at another local
trauma center, relating that I had a basic understanding of their jobs but would not bias
what they told me with my views or opinions. Addressing privacy concerns of the
participants, I described the purpose of the study, advising of the study practice for deidentifying participants and disguising identities and information. I emphasized the need
for their perspectives to help solve a problem and add to nursing knowledge and practice.
Establishing a calm atmosphere and showing genuine concern for and interest in the
participants contributed to a positive relationship.
Sample
In qualitative research, the sample size is not predetermined and usually includes
just a few individuals (Creswell, 2012). This study included interviews of seven RN key
informants based upon sample sizes used in similar qualitative studies (Drury et al., 2013;
Glynn & Silva, 2013; Hayward & Tuckey, 2011; Lavoie et al., 2011). Meeting the
original goal of 10 participants became problematic when the ED CM denied direct
access to the ED RNs in opposition to the DPCS’s original plan of allowing short
presentations in the ED break room. The lack of awareness of the study, work schedules,
and time-limited recruiting delayed and possibly diminished nurses’ participation.
Despite the challenges, the information gleaned from the seven interviews was sufficient,
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and participant sampling was terminated upon redundancy when no new relevant
information emerged (Creswell, 2012; Merriam, 2009).
To meet the qualitative research goal of providing an in-depth understanding of a
specific group, the purposive samplings included participants who met the criteria of
experienced trauma center ED RNs. The snowball sampling method was appropriate for
this group of participants because of the ED RNs’ closed culture and hesitancy to speak
to outsiders. My introduction by nurses’ cohorts, and their enthusiasm for the
opportunity to participate in the study, also assisted in the process of establishing open
communications and positive relationships.
Ethical Protection of Participants
Ethical treatment and protection of participants followed the IRB process as
outlined within the site’s corporate HRPP and the Walden University center for research
quality (Walden University, 2015). The ED clinical manager acted as the site gatekeeper
ensuring privacy and protection of participants, exercising the authority to restrict
premises access, so I did not go beyond private rooms designated for interviews
(Creswell, 2012). Preserving patient confidentiality, I did not enter treatment areas.
De-identification of the research site and participants provided anonymity to the
organization and staff. The corporate IRB liaison received assurance that the study was
concerned only with nurses’ thoughts and feelings about resilience and coping. During
interviews, nurses received reminders to keep identifying elements out of their stories.
The IRB liaison also received assurance that only I would know the identity of the
nurses interviewed, and no one else would have access to interview data. I used the
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snowball sampling recruitment method for ED RNs for distribution of my contact
information to other ED RNs. As those interviews happened in private areas outside of
the ER, no one observed interactions to identify participants.
The organization’s IRB staff reviewed and approved the research proposal and
my IRB application. The organization’s HRPP maintains a process separate from
Walden University to ensure participants’ protection from harm and confidentiality of
data (Lodico et al., 2010). Completing IRB applications and continuing to communicate
with the organizational HRPP and IRB staff helped to prepare for ethical considerations
from the vantage point of the researcher, research site, and Walden University. I was
appropriately qualified and supervised in all methods of data collection. My CITI
training certifications appear on the organization’s electronic HRPP records, and my
researcher training certification number from the National Institute of Health is 1496942,
issued June 30, 2014.
Recruitment occurred in a noncoercive manner using the snowball method, with
willing participants passing along fliers containing my contact information to other ED
RNs. Because I worked in the same geographical area as a paramedic and trauma nurse,
though not at this hospital, some participants were familiar with my name. We also had
friends in common, a loose association that did not affect the researcher-participant
relationship. I held no position of authority or influence over the study participants.
The study did not include vulnerable populations of students, patients, the
researcher’s subordinates, children, prisoners, facility residents, emotionally disabled, or
mentally disabled participants. No known pregnant women participated, and data
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collection presented minimal risk or demands. Screening for vulnerable populations, like
those who may be pregnant, facility residents, mentally or emotionally disabled, elderly,
or victims of crisis would be invasive. Participants knew that if they became
uncomfortable discussing coping and resilience skills about occupational trauma
exposures, they could self-exclude. Those nurses would have been treated respectfully
and released from the study without stigma, though none chose to terminate.
Ethical considerations continued throughout data analysis and interpretation.
Participants received a review copy of the consent form along with a letter of introduction
three days before the interviews. All participants signed a hard copy of informed consent
before interviews, with copies of those documents mailed to them via the United States
Postal Service (USPS). The interviews began after receiving permissions from the
organization’s and Walden’s IRBs.
Participant identifying labels arranged in a random order of letter and number
combinations for privacy. The key connecting the labels with identifying information
was locked in a cabinet accessed only by me. Written transcriptions of interviews remain
in that locked cabinet. The participant labels appear in the research findings.
Each interview began with a reminder that information shared should remain
private. The element of respect for persons included explaining details of the study, time
involvement, data collection procedures, and potential risks of sharing thoughts and
feelings. The risks and burdens were reasonable given the benefits of research and low
potential for harm to participants. Plans included methods for handling adverse outcomes
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from questions instigating traumatic memories (Lodico et al., 2010). We discussed
resources if talking about coping triggered the need for intervention, which did not occur.
Role of the Researcher
Before attending nursing school, I spent many years on the road as a paramedic
encountering pre-hospital OTS. As a trauma nurse, I faced similar occupational critical
incidents. The different ways in which paramedics and nurses bounced back or suffered
ill effects of OTS, thriving under the pressure or dissociating from the pain, appeared
inconsistent and unpredictable. Over the years, I have developed coping methods and
assumed that other nurses had inherent or learned resilience. By watching nurses who
did not cope well during and after encounters with death and dying, harm to children, or
severe physical trauma, it became apparent that we differed in resilience and coping
skills. The constant factor: resilience and coping skills training was not included in my
nursing education or PD, and they are not taught in nursing school or PD today.
Those who attend to the health and well-being of others, like paramedics and
nurses, often fail to self-recognize STS symptoms. My focus for several years has been
working with emergency responders and nurses using peer-support PFA following OTS
exposures. However, I have not held any professional role nor have I any professional
relationships with the study participants, and my function was as a student researcher, not
crisis interventionist or RN. My employment as a trauma nurse was in a major city in the
same state as the research site, but not the same organization. No professional interaction
occurred with study participants to affect data collection. Nursing peer support interest
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could bear influence, requiring awareness, checking, and review to avoid skewing data
collection and analysis through the imposition of my beliefs and experiences.
Biases include loyalty and protectiveness toward other trauma nurses, so research
occurred at a hospital with which I was not associated to avoid conflicts of interest. My
values include high ethical standards, respect for participants’ autonomy, and goals of
working toward the greater good of ED RNs, which promoted objective data collection
and analysis. My role as researcher required remaining separate and neutral from the role
of the trauma nurse to avoid suggestive questions that might have influenced participants’
responses (Lodico et al., 2010).
Data Collection and Storage
Data collection began after obtaining permissions from the organizational IRB
and Walden University IRB. I reviewed privacy specifics with participants before they
signed consent forms, and they received copies via USPS. Each ED RN received
assurance of secure data storage and removal of all identifying facts. Participants’ phone
numbers and e-mail addresses, secured with consent forms, were kept for member
checking. Qualitative data came through face-to-face semi-structured interviews using
high-quality audio data-recording equipment (Lodico et al., 2010). I conveyed to
participants the intent of summarizing ideas from interviews instead of using lengthy
quotes for their anonymity. All participants verbalized understanding.
Within 24-hours of each interview, I manually transcribed and then deleted from
my recording device each audio recording per the organization’s HRPP requirement. The
verbatim transcriptions were typed using double-spacing and wide margins to permit
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hand-scribing on the printed transcripts thoughts, auditory cues, and observations, like
“[inappropriate laughing]” or “[sudden stuttering]” when participants spoke of difficult
situations. I had purchased a transcribing software program but found that the time spent
reviewing the interviews while transcribing them provided a much richer understanding
of subtleties, like a nervous giggle.
After each interview, I began the first cycle of coding by forming an excel sheet
into a cross-grid listing participants and interview questions. Coding is an interpretive
process of systematically ordering and classifying by word or phrase to capture the
essence and attributes of qualitative data (Saldana, 2013). I summarized participant
responses into topics and short phrases through descriptive coding methods. Combining
three compatible first cycle methods, Descriptive Coding, In Vivo Coding, and Emotion
Coding, I reviewed each interview, making notes to gain summary labels and a topic
inventory (Saldana, 2013). Codifying and categorizing the data, I continually checked
the codes against my rules of inclusion.
Detailed field notes, taken on preformatted sheets detailing date, time, and
personal identification labels for interview enhancement, were summarized on a research
log (Creswell, 2012). Pre-interview notations included dates and times of contact with
each potential participant, comments from our conversations, method of interviews, and
any special requests, like meeting places. Checklists tracked sending or receiving
consent forms, ensuring that I met the required three days for consent consideration,
sending gift cards, and member checking data. A potential participant who contacted me,

40
excluded as he was no longer in ER, was sent a gift card for volunteering, as per my
agreement with the organization’s HRPP.
Notes included physical setting descriptions, participants’ body language,
emotional reactions, and researcher perceptions during the interview and reflections after
the process (Merriam, 2009). Written data, including the key linking nurses’ names with
participant labels, and signed consents, remain locked in a secure cabinet with access
limited to me. Storing data in locked files minimizes links to participants’ identity
(Creswell, 2012). Per the organization’s HRPP policy, research data will be destroyed
after five years (Carlson, 2010; Walden University, 2015).
Interview Procedures
On-campus private rooms for one-on-one interviews helped avoid viewing of
participants by other employees. Even though focus groups help to gain insight into
perceptions, individual interviews were preferred to gain in-depth input without the
distraction or influence of other nurses (Lodico et al., 2010). The essential strength of
one-on-one interviews emerged through flexible interaction and questioning, revelations
of nurses’ unique perceptions, and gaining interpretations of meaning from nurses’
experiences (Creswell, 2012; Merriam, 2009). The first participant encouraged other
nurses’ participation and shared recruiting flyers. Nurses communicated with me via email and phone to review details of the study, the process, and set up interview times.
In addition to signing consent forms, each participant verbalized consent for the
interview and audio recording before we began. For the 30-45 minute semi-structured
interviews, I used bias-reduced language, inductive interviewing, probes, and follow-up
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questions (Lodico et al., 2010). The process involved a researcher-developed interview
protocol (Appendix B), beginning with icebreaker questions to help participants relax
(Lodico et al., 2010). The process permitted the collection of rich, thick descriptions of
nurses’ perceptions. To indicate interest in and encourage elaboration, I maintained eye
contact throughout the interviews.
Interviews occurred during nurses’ off-duty times to avoid work interruptions.
The participants chose the time, place, and method of interview, either in person or
teleconferencing. Before the interviews, I reminded participants that they could
withdraw from the study at any time without penalty; none withdrew. The final interview
question asked if participants had questions or anything to add. At the end of the
interviews, each participant received a $5 Tim Horton gift card in appreciation (Lodico et
al., 2010). To rule out misinterpretation of meaning, perspectives, and validate
responses, the nurses gave permissions for post-interview contact (Merriam, 2009).
As the researcher, I respected and observed standards of excellence regarding
confidentiality, research validity and reliability, and the agreements made with the
organizations’ HRPP. The interviews occurred after an assurance by participants that the
times, environments, and methods were comfortable and non-threatening. The hospital
facilities were left clean and intact. Participants received the utmost respect and care
during recruiting, interview, and follow-up contacts. Table 1 displays the connection
between the guiding questions (left column) and interview questions (right column; see
Attachment B).
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Table 1
Guiding Questions Relationship to Interview Questions (Appendix B)
Guiding Questions
What were ED RNs’ experiences with
occupational traumatic stress for those
nurses who had not received coping and
resilience education?

Interview Questions
1. What makes working with trauma in
the ED stressful?
2. What factors contribute to your
traumatic stress?
3. How do you measure your traumatic
stress?
4. How has traumatic stress affected your
nursing performance?
5. What coping strategies have you used
in the ED during traumatic stress
exposures?
6. Were the coping strategies used helpful
or a hindrance?
7. How did you acquire these coping
strategies?
8. How do you prepare for further
exposure to occupational traumatic stress?
9. What do you think makes an
emergency nurse successful in coping
with occupational exposure to trauma?

How might nursing education professional
development programs change to assist
ED RNs with occupational traumatic
stress?

1. What courses or training have you
taken in resilience or coping strategies
2. What suggestions would you make to
include these strategies in course work or
training?
3. What training would help emergency
nurses cope with occupational traumatic
stress?
4. What suggestions would you make for
supporting emergency nurses to cope with
occupational exposure to trauma?
5. What suggestions would you make to
include (resilience and coping) strategies
in course work or training?
6. Is there anything you would like to
add?
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Data Analysis
Data analysis, interpretation, and coding followed an analytical method after data
collection reached saturation. The analysis was iterative and ongoing from data
collection through transcribing, coding, querying, and reexamination (Creswell, 2012).
Reviewing verbatim transcripts of interviews organized into sources, field notes, and
researcher memos regarding impressions, and non-verbal communications assisted with
preliminary open-coding by questioning and responding to collected data (Lodico et al.,
2010; Merriam, 2009). Broadly examining the data and establishing connections and
making notes helped identify repeated words, thoughts, and emerging themes (Lodico et
al., 2010). I used Descriptive Coding, In Vivo Coding, and Emotion Coding methods
(Saldana, 2013). Second cycle Patterns Coding identified similar data moving into
themes (Saldana, 2013).
Following first and second cycle coding, transcribed interviews and notes were
coded through NVivo 11 software. New codes emerged as data were reexamined and
constantly compared. Checking each use against a code list with brief operational
definitions helped to prevent shifts in definitions. Data were collected and examined in
detail for developing, describing, and interconnecting themes that addressed the problem
and guiding questions (Creswell, 2012). Discrepant data were examined rigorously,
providing a counterbalance to any tendency to disregard the value of exceptions,
emerging categories, and new perspectives (Kaplan & Maxwell, 2005). I cross-checked
data by noting rules of inclusion that applied to each quote, code, category, and theme.
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Qualitative Validity and Reliability
In qualitative research, validity is a relative goal in the process of data collection
and analysis (Merriam, 2009). Triangulation is a method for strengthening a study by
combining methods and sources (Golafshani, 2003). Questions were asked of different
sources to gain multiple points of view within the context of the bounded system of ED
RNs. During data collection, I carefully avoided imparting my thoughts or perceptions to
honor the constructivism paradigm of the participants’ perceptions and realities
(Golafshani, 2003). Addressing the validity of assembled interview data, field interview
notes compared to transcripts to ensure painting a congruent and accurate picture
(Golafshani, 2003; Merriam, 2009). Reviewing interviews for transcription errors
reduced the likelihood of data misinterpretation.
After data analysis, member checking was used to verify validity and accuracy
and examine assumptions (Lodico et al., 2010; Merriam, 2009). Member checking also
controlled for researcher bias by addressing whether written representations matched ED
RNs’ perceptions (Lodico et al., 2010). For feedback and response validation, I e-mailed
data analysis and interpretations to interviewees, requesting e-mail responses within
seven (7) calendar days. The member checking responses validated the accuracy of data
analysis and interpretations, offering no additional participant comments or questions.
Qualitative validity indicates that researchers check for findings accuracy through
employing intentional procedures. In addition to checking for transcription errors and
drifts in code definitions, I used NVIVO 11 software to cross-check codes (Creswell,
2009). Self-reflection and bias clarification in narrative form explained how findings
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took shape as influenced by my background and professional experience. The realism of
presenting discrepant evidence contributed to a more valid accounting (Creswell, 2009).
The random letter-number labels of participants organized into respondents A1-A7.
Discrepant Case
One variant perspective emerged from A3, contradicting an emerging pattern of
the desire for additional training saying, “We have too many classes that we have to go
through. Too many modules that we have to sit through. Too many trainings online.”
When asked how to deliver the desired information without formal classes, A3
responded, “I would want something that has an impact, that empowers them to look at a
real thing. And it doesn’t mean taking care of somebody else, or a piece of equipment.
It’s allowing them to take time for themselves.” When I paraphrased, confirmation came
that the desire was for direction in learning general stress management techniques and
self-care skills -- in small increments -- and that formal classes belong in the nursing
school curriculum. A3 clarified, “I think that there should be at least one semester in
nursing school. They teach you how to perform the skills and think the things that you
need to think, but they don’t teach you how to take care of yourself.”
The study will include examined discrepant case findings. One way of handling
the discrepant view would be to alter the PD program, separating it into modules. The
organization may want to consider shorter segments, used independently or together, and
include action strategies for hands-on learners like A3. Allowing the learner to
participate, set goals, and maintain some sense of control may encourage motivation,
reflecting Bandura’s (2012) social learning theory. Handouts and brochures on subjects
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like self-care, stress symptom awareness, and steps for de-escalation can provide
information at the learner’s convenience. Printed and readily available reference sources
for learners may prove valuable.
Limitations
In the culture of nursing, following protocols, honing skills, obeying mandates,
and attending patient care continuing education courses are priorities. The issues of how
nurses think and feel about their experiences and exposures to OTS are not treated with
any sense of urgency unless problems surface. A qualitative case study gave these
participants the opportunity to make their voices heard.
A limitation of this study was that it included a small number of participants, from
a specific type of ED, and recruited over a short period. Excluding nurses with less than
a year’s experience also narrowed the field, omitting nurses who might not have yet
developed coping skills. The restriction of accessing nurses only through posted flyers
and not recruiting personally possibly reduced participation.
In future studies, I would recommend adjusting the purposeful sampling to
include greater researcher recruiting presence. Opening the pool of respondents to those
with less experience, from different areas and levels of trauma centers might provide
more information regarding training needs. Examining evidence of a nurse personality
related to resilience and coping might offer data as to whether nurses develop and
enhance coping through experience, or if nurses with certain personalities and resilience
seek out emergency nursing because it fits them. Most participants claimed that nurses
are born not made; perhaps future research might support or dispel that theory.
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The Data
The problem prompting the study was that locally and globally, nursing education
and PD did not include resilience and coping skills training. The guiding questions that
emerged from the problem addressed ED RNs’ OTS experiences, and how PD programs
might assist with stress management. The data collected through interviews revealed the
participants’ opinions and ideas about traumatic occupational exposures, coping and
resilience, and the best ways to manage those challenges.
Coding Methods and Results of Interviews
First cycle coding was descriptive; examining transcripts initially using
descriptive coding summarized the data into topics. This process helped to form a
foundation for developing insights (Saldana, 2013). The codes led to a categorized
inventory providing the groundwork for rules of inclusion and addressing the problem
and guiding questions. Category inclusion rules appear in Table 2
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Table 2
Category Inclusion Rules
Category
Stressors

Rule
Participants communicate factors influencing stress
perceptions

Effects

Participants disclose reactions and responses to
occupational stressors

Stress Management

Participants share thoughts, behaviors, and processes
for managing OTS

Coping and Resilience

Participants discuss how they acquired coping and
resilience strategies

Training

Participants consider how PD programs might assist in
managing OTS

Topic and summary codes followed establishing and revising rules of inclusion to
analyze what the study was about, providing the foundation for this particular qualitative
inquiry (Saldana, 2013). The categorized inventory of codes appears in Table 3. The
codes on the right are from the data, and their related categories are on the left.
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Table 3
Categorized Descriptive Codes
Category
Stressors

Codes
Children, non-emergent patients/system abusers, fast
pace, aberrant exposures, no breaks, safety and
security, patient instability, death, cumulative
incidents, anticipation of trauma, new nurses, new
situations, stressed coworkers, hunger, and fatigue

Effects

Compassion fatigue, ruminating, changing/adding jobs,
overeating, increased caffeine, RN mode at home, not
sleeping, substance abuse, poor attitude, hyperarousal,
physical/mental depletion, emotional, muscle tension,
impaired performance, racing brain, cumulative stress,
suicide

Stress Management

Deep breathing, task mode, get away, clean slate
between patients, distraction, downtime, empathy, peer
support, successful outcomes, team mentality, vent and
validate, innate resilience, spirituality, knowledge,
readiness, preparation, superstitions, training, gallows
humor, internalization, introspection, introversion,
helping others, work/life balance, hobbies, counseling,
de-escalation strategies, meditation, mentor, music,
online support groups, positivity, prayer, self-care, peer
feedback, talk, Yoga, inoculation, familiarity with
equipment, skills mastery, speaking same medical
language, team of experienced nurses, peer support, go
out together after work (bar)

Coping and Resilience

Experiential learning, self-developed, CISM training in
EMS, sports team-focused training

Training

Stress management classes, brochures, class with group
breakouts, lists of stress management tools, coping
mini-courses, coping mechanisms awareness, post EAP
information, give resource lists, follow EMS training
examples for CISM, inoculation, affirmations, routine
and ongoing training and interventions, cumulative
stress awareness, self-care training, online training,
group after work outlets for team building, self-care
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The next phase of coding was to step from the literal into the inductive with In
Vivo coding. Participants’ direct quotes based on the rules of inclusion were generated
from nurses’ interviews individually and then compared collectively. The rules of
inclusion changed throughout the coding and recoding process. The participants’ quoted
responses provided rich and thick descriptions from the data. In Vivo codes are included
in Table 4.
Table 4
In Vivo Coding Examples
Code
Children

Excerpt
Anything involving kids is particularly difficult; Seeing
kids who are injured or kids who have passed away

Cumulative Stress

Every incident builds on the last one; It stays with you;
One right after another after another

Inoculation

So [learning from] each even small incident would
build on the prior one … you’re able to look back on
those things, draw from that experience

Self-Developed Learning

I did not learn from anyone else; I figured it out for
myself

Taking Care of Self

There’s not a lot of stuff about self-care, and I think
that’s where we lose a lot of our people; You can teach
people to do self-care with just simple things, and none
of those are budget breakers

Considering the propensity for feelings in the environment of emergency nursing,
the exploration of emotion coding came next. Although the expectation was to find rich
passages, the culture of ED RNs’ primary coping skill of pushing feelings away by
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focusing on tasks surfaced. More revealing than what the nurses said during the
interviews was what they did not say. When nurses’ responses veered toward revealing
“The dreaded ‘F’ word, feelings,” they diverted attention away from themselves, and
displayed behaviors indicative of discomfort, like averting their gaze, stuttering, or
repositioning in their chairs (P. Volkman, Personal Communication, 2005). Becoming
clinical instead of emotional reflects the culture of nurses.
A2, who began detailing experiences, like CPR on an infant, moved into an
emotionally protective task mode and began focusing on patient care algorithms. “I was
the one doing compressions [on the baby], but … We do not get a lot of pediatrics. And
the ones we do [get], we usually just stabilize and then ship them off to [a children’s]
hospital.” Examples of emotion coding appear in Table 5.
Table 5
Emotion Coding Examples
Code
Powerless

Excerpt
You lack the ability to actually do anything about death
and carnage that you see in a trauma center

Sad

The kids would go to bed, and I would either cry
myself to sleep or eat too much

Angry

It’s frustrating. You get frustrated. I get frustrated.

Confused

You feel like you just need to get out for five minutes,
to wrap your head around what happened

Judgmental

The person who made me feel inadequate, I made sure
that I just patted myself on the back and made myself
understand that everybody makes mistakes
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Second cycle pattern coding helped to identify emerging themes within the
professional and social network of ED RNs. Clumping data into like categories brought
about an awareness of the overlapping of codes and the time elements involved. The
realization soon arose of a cyclical pattern to the codes, as some were clearly before OTS,
some during OTS, and some after OTS.
Answers to Guiding Questions
Making a connection between the problem, guiding questions, and data cemented
the tripartite concerns of the nurses in dealing with OTS. The first guiding question
asked about the ED RNs’ experiences with OTS for those who lacked coping and
resilience training. None of the nurses took formal courses in coping or resilience.
Addressing the factors that contributed to their stress, nurses noted empathy and
personal connections: “People you fall in love with” (A3); “Emotional family at the
bedside” (A4); and “How you relate to that person” (A7). Some experiences noted,
“Patients dying… the tempo … visual factors like blood… the person’s life in my hands”
(A4); “You see things that people shouldn’t see” (A5); and the normally unspoken fear of
ED RNs, “A threat situation” (A7). The accumulation of stressors increased the negative
aspect of stress perceptions, like the instability of patients, hunger, muscle tension, and
cognitive debilitation. Nurses mentioned, “Situations that you’re not mentally prepared
for” (A7); “You are stressed out, but you have hours to go, so you internalize it” (A6);
the fact that, “Older nurses still eat their young” and “People I know have committed
suicide” (A5); and “We have to be strong” (A3).
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Perceptions of these influences are individualized, and “What is traumatic for
some is not to another” (A1); “It’s hard to get people to admit they’re experiencing
stress” (A4); “Each person handles stress differently … the building itself is stressful”
(A6). Nurses described how they measured stress by noting symptoms: “My mind is
racing,” “Sometimes I take it home, I can’t sit still [or] relax” (A2). “I can feel the
tension in my neck and my shoulders” (A3); “Mentally draining, physically draining,
shakiness” and “Getting mentally lost … losing perspective (A4); “I stress eat” (A5); “At
the end of the day you’re so exhausted” (A6); and “It hangs out in your head, and you
keep going back to it,” “You have difficulty sleeping,” “You keep reliving it” (A7).
Traumatic stress affected nursing performance in different ways. “Nurses become
bitter toward other nurses” (A1); “I’m always on higher alert” (A2); “I made a silly error”
(A3); “You’re not thinking as clearly” (A6); and “I never have that moment to kind of
break away from what we are dealing with, so it can be detrimental, potentially, to the
next patient coming in” (A7). One positive perspective surfaced, “I know ahead of time
what to expect” (A4), and one reflecting the need for professional change, “It pushed me
into making the application for [another job]” (A5). Coping strategies used for stress
management varied. The nurses developed a wide array of strategies.
Examples of nurses’ strategies are contained in the following paragraph:
“My friendship with the other nurses,” “Good group of people,” “solid support
from the team,” “Supporting each other,” “Pull from the people I work with,” and
“knowing there is someone there to talk to” were noted by A1-4 and A6-7, respectively.
Four participants mentioned gallows or dark humor, with A1 adding, “The humor is what
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keeps us sane.” Although most of the participants relied on their peers, A5 took the
position of an introvert, saying, “I need my solo time when there is no one around. I need
to plug into my charger,” and A7 mentioned the spiritual element and power of prayer.
How coping strategies were acquired was almost consistently attributed to selfdevelopment over time, experiential learning, and inoculation. “I figured it out for
myself” (A1); “You learn coping things on your own” (A2); “I developed coping skills
on my own” (A3); “Comes from being at this for so long” (A5); “I don’t think I learned
it, it just happens” (A6); and “From before I became an ER nurse” (A7). A4 attributed
his coping to crisis intervention classes he took as a medic, before nursing school, and the
experiences of working on the road as a medic, adding, “I think it has to be learned.”
Nurses prepared for further exposures for traumatic stress using each of the three
methods of task, emotion, and avoidance coping at different times, under different
circumstances, and with different outcomes. Trying to “make a clean slate” between
patients, A1 said, “I leave the last patient behind and go to the next one. It does not
always work because every incident builds on the last one; it is cumulative.”
Mental preparation begins before work, as A4 continues a childhood superstition.
“When we were kids, whenever we went over the railroad tracks, we would touch a
screw in the car, and pick our feet up off the floor and make a wish.” Concentrating on
“the intellect and the science,” A5 focuses on tasks and charting to get through the day.
A7 adds that sometimes she will “go to the bathroom or the break room and cry.”
Successful ED RNs “have an outlet: I run” (A1); A2 and A3 both cited
“flexibility”; A4 credits a “solid support from the team.” A5 says, “Winning once in a
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while helps … when that person is going to walk out of the hospital.” A6 attributes
success to “Balance: family, outside life, a support system, and God.” “Talking about it,”
“Sick humor,” and “Spiritualism” are the top three elements from A7’s perspective.
When asked about the second guiding question, about nursing education or PD
training in resilience and coping strategies, participants A1 and A2 answered “None” and
A3 said, “Not that I know of.” A4-A7 added, respectively, “When I was a medic I took
crisis intervention,” “There’s not much out there,” “I don’t think I have taken any,” and
“I don’t think I received any.” All participants were paramedics before becoming RNs,
and 4/7 are still working EMS shifts. Some medics, before nursing, received PFA
training through the ICISF model of Critical Incident Stress Management (CISM).
Although most of the nurses felt their coping had improved over time and
experiential learning exposures, they each welcomed the possibility of additional training,
stressing that newer nurses needed to learn coping skills strategies. Suggestions for
training inclusion ran the gamut from nursing school through orientation, ongoing
training, and continuing education modules for practicing nurses. They stressed that
responses after critical incidents were necessary, but not enough, and those single
responses of debriefings fell short of addressing the need for comprehensive coping
strategies. A1 said, “It has to happen after there is an incident, of course, but before is the
most important, to prepare them for what they might see.” A5 adds, “And even during,
because it’s all an ongoing thing.”
Participants suggested mandatory training, handouts, pamphlets, posted resource
lists, posters for OTS awareness, and how to handle stress. Nurses asked for lists of
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stress signs and symptoms and tools for self-evaluation. Most (6/7) wanted interactive
classes, online classes, and short bits of information on an ongoing and regular basis to
support ED RNs, the inclusion of stress in annual competencies, and posted affirmations
to offset the inherent negativity. A1 said, “There are not enough classes to prepare
people,” with A4 adding the nurses need “Ongoing training or retraining.” A6 shared her
use of affirmations to engender positive attitudes by owning “your own happiness, write
your own story, enjoy your journey, and balance work and school with play.”
The training suggestion made most enthusiastically involved teaching nurses to
incorporate into practice, and at home, something often an anathema to them: “Teach you
how to take care of yourself” (A3). The adage of “You can’t take care of anybody else
until you can take care of yourself” was the reminder offered by A5 to encourage
teaching self-care elements. A7 asked for training where nurses can “learn to de-escalate
yourself, how to focus on thoughts and feelings, release tension” during multiple
exposures. “There are no magic wands, and you gotta be ready when you’re going in, but
you’ve gotta have some way to get rid of that coming out, too. And even during, because
it’s ongoing” (A5).
The interconnection between codes, when they occurred, and that none existed
independently of the others emerged. Reorganizing and reexamining codes within the
cycles of before, during, and after OTS clarified the overlapped items of before and after,
and the singularity of many during strategies. Seeing the overlap also illuminated that
many of the training elements are ongoing, interconnected, and between the formal stages
provide opportunities to continue, enhance, or reinforce the PD training materials and
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process. The cyclic pattern and emerging evolution revealed no clear beginning or end,
and introducing the training elements can occur at any time during the ED RNs careers.
Theme: Preparation and Resilience
The first theme surfaced through separating descriptive codes by participants,
comparing responses, and finding codes that reflected training needs specific to preincident exposures. Further sorting by In Vivo and emotion coding methods,
participants, and comparing the tables supporting the preparatory training theme found
crossovers between expectations, training, and experience. Comparing participants, rules
of inclusion, the problem, and the guiding questions showed the same similarities
between categories gathered beneath the umbrella of preparatory training. Preparatory
training involved coping strategies used before and after critical and cumulative OTS.
The participants, though experienced in OTS, expressed a need for preparatory
coping skills training. Participant A1 explained: “There is no training in nursing for
dealing with stress. No preparation. All denial. We need classes, information on stress.
Management thinks you learn it on the job, but there has to be more than preceptors
telling new nurses ‘this is gonna be rough.’ It makes or breaks you.”
The analysis brought forward that preparatory training was not enough to manage
experiences during the workday. Negative coping practices accelerated as participants
lacked skills or outlets to handle cumulative stressors as they occurred. A second theme
emerged as the data for preparation divided into two subcategories: pre-shift preparation,
and training to address the expressed needs for during work coping strategies.

58
Theme: De-Escalation and Coping
The second theme surfaced in the Excel descriptive codes, supported by
examination of In Vivo and patterns coding as before and after exposures, and during
exposures, separated into two categories. The code of proximity emerged, speaking to
mediating stressor effects by gaining distance between the person and stressor during
exposures. The ED RNs shared coping strategies and mechanisms while requesting
training in how to get through the multiple, ongoing traumas of each shift. “We need ...
just stress training, like how to de-escalate yourself” (A7). Using the word de-escalate,
A7 prompted a review of the data to see what the other participants had said about what
they do or suggest for getting through the multiple traumas during the workday. Several
codes were added, which formed the second theme.
“I kind of pull from the people I work with. Certain people who have been down
here longer, too, that are more experienced maybe than me” (A2); “The strategies that I
use are recognition of what happened, reviewing the events in my mind, or talking to
someone else. And I have been very good with using meditation” (A3). The participants
did not often share these strategies with coworkers but felt they should be included in
training, as shared by A5. “We always joked about taking a deep breath, yet stepping
aside and taking a deep breath, they call them cleansing breaths, well that works. Gives
you a chance to let it out, focus, concentrate on something else. Things like that are
much more helpful to people than we give them credit for. That’s during.”
Comparing participants, rules of inclusion, the problem, and the guiding questions
showed the experiences warranted training for between-patient de-escalation strategies.
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The desire for self-care training surfaced. Self-care is a subject well known by nurses,
yet rarely practiced by them. The participants wanted to learn coping skills for
themselves and others to use at work and home, forming an interlocking theme with
preparation and de-escalation training strategies.
Theme: Self-Care and Renewal
The third theme appeared in the Excel sheet under descriptive codes, slowly
gaining importance with reviewing interviews and revising codes to accommodate new
codes and categories. Self-care appeared within other codes, like coping strategies, as
participants suggested outlets after work, running, spending time with coworkers outside
of the hospital, using meditation, acquiring hobbies, and using stress management for
problems with eating and sleeping. Those things apply to taking care of oneself, and the
theme erupted when RNs began sharing comments like, “They don’t teach you how to
take care of yourself” and “There’s not a lot of stuff about self-care” (A3).
Creating tables of In Vivo, emotion, and patterns coding revealed the rich
narratives that outlined ED RNs’ suggestions of positive and helpful strategies. Although
the participants admitted deficiency in the practice of self-care, they were interested in
learning more about how to achieve it. Pointing out the need for comprehensive coping
strategies training for outside of work, A2 said, “I know sometimes I cannot sit still, and I
think it’s because of this job. I can’t just relax. Little things they need to do for us,
whether it’s like a quick session of doing exercises that help you, like maybe you could
take home with you and get you to relax once you get home.”
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Probing questions revealed participant ideas for practices that they would suggest
for others and skills training inclusion. “Have a hobby that has nothing to do with
nursing. You know, even if it’s trashy Harlequin romances, have some way of spacing.
One area is physical exercise, the treadmills. You know, something where half an hour a
day you’re doing something for yourself” (A5).
Participant A7 adds, “I just try going for walks, doing things that I like to do to
just get my mind off stuff. I did art a lot, so I was painting a picture, or going and taking
photography, or just going and spending time with [family]. That helps me get out of my
mindset off what bothered me.” Taking participants’ ideas and adding suggestions from
the literature may provide a structure for creating helpful training modules.
Professional Development Program for ED RNs
The data indicated that the participants received no coping and resilience
education in nursing school or PD programs, and analysis suggested as a solution
providing the training participants lacked. Because nurses function within a structure of
problem-based learning, the order of interview questions (Attachment B) aligned with
nurses’ problem-solving, task-oriented mindset (Finch et al., 2015; Kantar, 2014;
McDermott, 2012). Ideas for solutions expanded on a one-time PD course to encompass
ongoing, routine, and regular training opportunities for comprehensive stress
management. A PD program, beginning with a 3-day training that can repeat in part or
whole, can address needs for managing OTS experiences. Professional development is a
standard part of the nursing population, who live by skills training, retraining, and
performance standards. Making coping skills training part of the operational theme of
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continuing education and PD for practicing nurses may also assist in integrating coping
as a standard within nursing education.
The coping and stress management (preparation, de-escalation, and self-care) PD
program would include training in addition to existing nursing continuing education. The
program would add to nurses’ inherent and learned coping skills, and foster an
environment embracing health promotion attitudes in response to the expressed
comments of the participants. The data revealed that participants asked for tools to get
through the aftermath of OTS exposures. Many stated that they did not know how to
handle OTS and those who learned to cope were self-taught.
Promoting a classroom experience, A6 said, “I think the one-on-one training
where people can relate and talk and say the things that they’re going to learn out loud, so
they can remember them better. I am a hands-on learner; I need to be there.”
Supporting PD, A7 says, “I [like] having classroom time and breaking into
groups. You’re going to open up and learn things about people that you might not have
known about, get to know their thoughts. They all have the same stress and deal with the
same things but differently.” Participant A2 suggested, “Some more classes, like quick
little sessions that we could run through, or booklets, or pamphlets.” A PD program
would provide the opportunity to engage the learners and provide attention to the specific
learning styles outside of the standard lecture format of nursing school and continuing
education for coping skills training.
Asking for support and reinforcing the value of the nurse, A1 said, “If there is one
thing, we have to train for preparedness, pre-emptive classes to deal with stress before the
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fact, not after;” and “It’s not just about teaching how to use the computer system, or
where the fire extinguishers are in the department; a class, or lecture, or in one-on-one
time with a professional that knows the psychology involved in working in those
situations” (A4). Participant A6 added, “I do think there needs to be some training. I
mean, we do OB and cultural diversity, and ethics, but there’s nothing about how to
handle stress. I think each person handles stress differently, and so you need to have a
baseline of things to do, and have it more easily accessible than it is.”
The proposed PD program would be a 3-day workshop divided into the coping
skill segments of preparatory training, de-escalation strategies, and self-care stress
management. A panel of experts proficient in dealing with OTS management would
open and close each day to address nurses’ concerns, to encourage engagement and
participation. Learning activities would supplement lecture, and include group breakout
sessions where nurses could share and interact. Breakout sessions would be designed to
encourage participation, increase learning, foster socialization in a healthy environment,
share ideas, promote peer support, and encourage ongoing discussions about coping and
resilience. The training and networking could assist in mediating the negative effects and
outcomes of maladaptive coping skills practice, increase solidarity with nurses, and
engender positive attitudes of hopefulness and helpfulness within the nursing community.
Summary
In section 2, I presented the study’s methodology, research design, approach, data
collection, and study findings. Details included the criteria for selection of participants,
research setting, sample, and procedure for gaining access to participants, and the
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interview process and ethical protection of participants. This qualitative intrinsic case
study was used to examine the guiding questions, the impact of occupational trauma
exposures on ED RNs who lack resilience and coping skills education, and how PD
might assist in mediating those effects. Described and justified were data collection
interviews and processes of analysis. Member checking, the role of the researcher, and
identified researcher bias addressed research reliability and credibility. Providing
information about ED RNs perceptions of their OTS experiences and ideas about
training, the results of the study offered ideas to create a PD program.
Themes identified through data analysis informed the project study. Outlined in
Section 3 is the 3-day PD program based upon themes of preparation, de-escalation, and
self-care. Project development, implementation, and evaluation criteria are in Section 3.
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Section 3: The Project
The project is a 3-day PD workshop (see Appendix A) designed to provide
coping, resilience, and self-care strategies for emergency nurses. Created from the
qualitative case study findings, the workshop will be broken into three day long elements
based on the study themes of preparation, de-escalation, and self-care. The workshop is
interactive, involving icebreaker activities, lecture, instructional strategies, discussion,
small and large group activities, and small group breakout sessions. The learning and
sharing opportunities represent the input of the study participants.
Description and Goals
The findings from the study showed that the participants wanted to learn more
about resilience, coping, de-escalation, and self-care. A 3-day PD program was
developed to assist ED RNs’ preparation for OTS occurrences through de-escalation,
mindfulness, coping, team cohesion tools, and ways to build a home self-care repertoire
for stress management and wellness practices. A pragmatic plan of action for the project
is a PD workshop program found in Appendix A.
The goals for the PD program will be to provide tools for the nurses to prepare for
OTS exposures. These tools will aid nurses to prepare for and de-escalate during OTS
exposures, and practice self-care tools after OTS exposures. The training will help RNs
to recognize cognitive, physical, behavioral and emotional reactions to OTS, learn how to
establish self-care tools and resources to validate their experiences, establish a social
support system, and identify peers from whom they can draw support. Goals include
educating about OTS, resilience, adaptive and maladaptive coping practices, and
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mindfulness techniques. Other goals embrace enhancing communications, team building,
mentoring, peer support, social media networking, and technological options for stress
management. The goals will also be to facilitate courageous conversation, share
experiences, and share resources and tips for self-care.
Purpose
The purpose of this project study was to investigate the impact of OTS on ED
RNs who lacked formal course work addressing resilience and coping skills. The
institution providing IRB review granted approval without stipulation, protocol: 201500081, approval period 09/15/2015 - 08/31/2016. Data analysis from the qualitative
interviews led to developing a PD program (See Appendix A) to address the study’s
guiding questions based on participants’ responses. The guiding questions were the
following:
1. What are ED RNs’ experiences with occupational traumatic stress for RNs
who have not received coping and resilience education?
2. How might nursing education professional development programs be changed
to assist ED RNs with occupational traumatic stress?
The literature review provided direction in how best to approach the needs
expressed by the study participants. The project outcome (Appendix A) will be a 3-day
PD program designed to provide stress management skills training and resources.
Section 3 describes the training plan of action.
Learning Outcomes
The learning outcomes for this program by day are the following:
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Day 1: Participants will be able to
o define stress, resilience, coping, and positivity;
o recognize signs and symptoms of stress;
o recognize different coping methods;
o identify personal resilience factors; and
o discuss self-efficacy, positivity, and posttraumatic growth.



Day 2: Participants will be able to
o define de-escalation, peer support, and team cohesion;
o discuss motivating factors for de-escalation, peer support, and team cohesion;
o demonstrate the ability to practice mindfulness strategies;
o discuss the impact of positive communication; and
o recognize support resources.



Day 3: Participants will be able to
o define self-care, mindfulness, wellness;
o articulate the importance of self-care and wellness practices;
o discuss humor, spirituality, cognitive-behavioral strategies; and
o discuss coping and self-care differences between introverts and extroverts.

Target Audience
The target audience for this training is emergency department RNs. Although the
training could benefit other ED staff, management, and ancillary department
nurses, opening the training to mixed groups could hinder open conversation,
participation, and problem-solving directions of trauma nurses.
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Components
Elements of the training that will contribute to its success include factors that are
specific to the emergency nurses’ experiences and OTS exposures. The components
include the following:


the training is relevant to the learners’ needs;



activities involve discussion, examination, and reflection;



collaboration reinforces peer support and team cohesion;



content developed in consideration of learners’ professional knowledge;



goals and expectations of the program are clear;



nurses participate in and contribute to learning activities;



nurses’ experience and self-developed strategies are used as resources;



the learning environment is non-judgmental and supportive;



the learning environment promotes positivity; and



each participant will be treated with respect.

Timeline
The timeline for the program would be approximately 90 days. Communications
with the managers to gain approval, solicit funding and support, set dates, reserve rooms,
obtain permissions from all managers, and complete CEU registration with the facilities’
agency will occur 60 days before the course. After arranging for funding, securing the
venue, addressing the IT and electronics availabilities, and posting flyers in the
department, I will send announcements electronically through employee e-mail to
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introduce the course 45 days before the training. Promoting the course to eligible
participants should occur 45-60 days beforehand to accommodate nurses’ scheduling.
Contacting the food and refreshment suppliers will happen 21 days in advance,
with a reminder communication 7 days before the course. By 14 days before the training,
registrations, allowing for cancellations and late registrations, will be secured. One week
before the training, communications with the ED and nursing education managers, food
service, administration, and IT will be revisited to finalize details and address any
outstanding issues. The day before the course, the room(s) will be prepared and course
materials organized for distribution, ensuring sufficient quantities for the final head count
of attendees. If the training combines with other site-sponsored instruction like annual
competencies, communication with the organizer will happen the day before the training.
Activities
Each day will begin with an icebreaker that encourages participation through a
fun activity. Participants will link introductions of self to a particular nursing skill, take
part in an opening activity to share reflections of the first days’ training, and on the final
day play a game encouraging sharing personal facts. Opening learning activities each
day will take the participants progressively from safe factual information to personal
reflection on training to disclosing something formerly unknown about themselves that
they might choose to share. This process of encouraging the sharing of personal
perceptions reflects the ICISF (formerly Mitchell) model of crisis intervention, in which
trauma workers progress through non-threatening progressive sharing of facts, then
thoughts, then feelings (Blacklock, 2012; Everly & Mitchell, 2010).
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Daily instructor-led large groups, and breakout sessions in small groups, will
permit examining and sharing thoughts and practices, and developing new coping and
resilience strategies (Curran, 2014; Dennick, 2012). Cognitive behavioral activities and
self-assessments will help participants evaluate their stress management skills and how
they may build on existing knowledge (Dennick, 2012). Instructor demonstrations
precede participants’ practice of cognitive behavioral strategies like breathing exercises,
relaxation, and meditation (Orly, Rivka, Rivka, & Dorit, 2012).
On the first day, participants will list examples of interweaving work and home
stressors, self-assess resiliency, establish a preparatory resilience plan based on the day’s
learnings, and end the day with a positive exercise examining when things go well.
During the second day, participants will develop plans of how they can support and
mentor peers at work. Groups will discuss de-escalation strategies that have worked in
the past and what they might try in the future, and present those options to the class.
Groups will also strategize ways of gaining support and meeting training needs within
their institution, and develop a list of ideas as to how they might increase team cohesion.
On Day 3, learning activities will include small groups formulating strategies for moving
away from nurse mode at home using mindfulness strategies, using available technology
for performing self-care research and outlining a plan of action, and creating lists of how
nurses can achieve wellness and relaxation activities at home. An opportunity for sharing
and group discussion will follow each activity.
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Trainer Notes
For this workshop, a RN trainer experienced in crisis management and response is
preferred to instruct. The materials connect trauma nursing and the mental health and
wellness strategies available to mediate OTS exposure challenges. Because of the closed
culture of ED RNs, someone who can speak both nursing and crisis management
languages would be more effective as a peer and course facilitator. The workshop has
been designed primarily for emergency nurses at every stage of their careers. Nurse
educators will provide support for representing the specifics of the institution, daily
attendance, and CEU lists. There are no prerequisites for the workshop; supplies, snacks,
and lunch will be provided.
An invitation to participants will be extended through the ED manager via the
sponsoring organization’s e-mail system. The ED nursing educator will coordinate
volunteers for workshop support. For the sake of continuity, this 3-day workshop will be
held on consecutive days, although reinforcement training, in-services, and segments of
training for CEUs can be drawn from workshop materials for shorter training elements.
The workshop can be modified for different group sizes; this pilot group will be
20 nurses who can assemble into groups of 4-5 for breakout sessions. Arranging tables in
a horseshoe design permits all participants to see the screen for the PowerPoint displays,
use their tables for writing on large sticky-backed paper during their small group
segments, and reconnect to participate in large group discussions with ease. During small
group exercises when list development is required, each group will decide who will act as
scribe(s) and representative(s).
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Module Formats
The learning modules are split into themes for each of the 3 days: preparation, deescalation, and self-care. Modules provide opportunities for interaction, brainstorming,
planning for information integration into practice, and reflection. Each day begins with
signing in, refreshments, introductions, and an icebreaker activity. The schedules for
each day follow a similar pattern for consistency.
Following the icebreaker each day is an overview of the objectives, a review and
reflection of the previous day’s content after the first day, and an instructor-led discussion
of the day’s new material. The instructor leads the large group discussion. The volunteer
nursing educators and the instructor move around the room to monitor and assist with
group breakout sessions and are available for large-group questions. The day is filled
with multiple instructor-led large group discussions, small group discussions, and
interactive learning activities.
Each segment of instructional strategy, discussion, or learning activity takes 15
minutes, 30 minutes, or 45 minutes. The most significant exercises are those in which the
learners in small groups take information and consolidate it into plans of action,
essentially making it their own. The morning and afternoon breaks and lunch times are
the same each day for consistency. Each day ends with a review, an opportunity for
questions, an overview of the next day’s material when applicable, and filling out a daily
evaluation form. The evaluation forms will be used to revisit the format, make revisions,
and improve the content and process for subsequent training opportunities.
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Materials
Materials and resources necessary to present a professional and engaging training
consider the budget and limitations of the training site. The PowerPoint presentation
requires the provision of a laptop connected to a projector. The PowerPoint will act as a
visual backdrop for discussions and activities, remain open for quick reference, and
provide another technology tool to engage the millennial learner. Combined with
individual and paired activities for active learning, and exchanging a strict lecture format
with interactive discussions, the PowerPoint presentation guides participants toward
relating to the material (Roehl, Reddy, & Shannon, 2013).
The resources required for the PD workshop will be a large classroom at the host
hospital, a projector and screen for PowerPoint presentations, and Internet access. A flip
chart with sticky-back adhesion strips and a flip chart stand are needed to record and post
activity outcomes. Colored markers will be used on flip charts, and pens and note pads
are required for all students. Each participant will receive handouts comprised of copies
of schedules for all 3 days, teaching materials, and resource lists.
The corporate sponsor will provide refreshments and meals. Volunteers from
nursing education or the ED will assist with sign-in, discussion groups, breakout sessions,
and provide expert input about corporate resources. The number of volunteers necessary
will depend on upon class size, using a ratio of 1:15 volunteer to student groups. The
course requires one instructor with content experts contributing as available per facility.
A sign-in sheet for each of 3 days for facility records and sign in sheet for RN CEUs
(continuing education units) will be provided by nursing education.
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Implementation Plan
The workshop is a training instrument intended to address the coping, resilience,
and self-care needs of nurses. The plan’s implementation requires the full cooperation
and support of the sponsoring organization. Developing a training plan of action requires
the commitment of physical, monetary, and human resources.
The PD program will be offered as a 3-day workshop sponsored by the hospital
and will take approximately 90 days to plan. The workshop will be held in cooperation
with nursing education, which will help to establish funding for resources, materials, and
refreshments. The local coffee shop, frequented by the sponsoring organizations’
employees and often used for corporate gatherings, will be asked to offset costs through
donations. In exchange for their contributions, the coffee shop will be offered the
opportunity to create a promotional display near the table offering their refreshments.
After securing funding, recruiting for the workshop will begin. E-mails sent
through the hospital mailing system will advertise the workshop, and participants will be
able to register through the nursing education department. Nursing education will also
include the announcement for the workshop on their webpage’s calendar of events.
The program will initially accommodate 20 students to ensure optimal learning
opportunities. One instructor will teach the class with support volunteers from nursing
education for administrative duties, troubleshooting, and distributing handouts. Nurse
educators will act as support staff for breakout sessions, and as content and site experts
during discussions. A tentative schedule has been established for each days’ training and
activities. The hourly training detail for the first day of the workshop follows in Table 6.
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Table 6
Day 1 Schedule, Preparation (Appendix A)
Time
0730-0800

Instructional Strategies/Learning Activities
Refreshments, registration

Length
30 Minutes

0800-0830

Welcome, icebreaker activity

30 Minutes

0830-0900

Overview, background

30 Minutes

0900-0930

Learning styles

30 Minutes

0930-1015

Stress, OTS, preparatory education

45Minutes

1015-1030

Morning break

15 Minutes

1030-1115

Stress self-inventory (Appendix C)

45 Minutes

1115-1200

Resilience, empowerment, healthy lifestyle

45 Minutes

1200-1215

Resilience self-evaluation (Appendix D)

15 Minutes

1215-1300

Lunch

45 Minutes

1300-1330

Discuss resilience self-inventory

30 Minutes

1330-1345

CIS plan: Stress and resilience

15 Minutes

1345-1400

Increasing resilience in self and cohorts

15 Minutes

1400-1415

Participants will share results with class

15 Minutes

1415-1500

Coping methods and strategies

45 Minutes

1500-1515

Afternoon Break

15 Minutes

1515-1545

Three blessings exercise and discussion

45 Minutes

1545-1600

Positivity

15 Minutes

1600-1630

Review, overview next day, evaluations

30 Minutes
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The hour-by-hour detail of training for the second day of the 3-day workshop
appears in Table 7.
Table 7
Day 2 Schedule, De-Escalation (Appendix A)
Time
0800-0830

Instructional Strategies/Learning Activities
Welcome back, coffee and icebreaker

Length
30 Minutes

0830-0900

Objectives, terms, overview

30 Minutes

0900-0930

De-escalation during OTS exposures

30 Minutes

0930-1015

Mindfulness, humor, interventions, resources

45 Minutes

1015-1030

Morning break

15 Minutes

1030-1115

Mindfulness in de-escalation

45 Minutes

1115-1145

Peer support, motivating factors, benefits

30 Minutes

1145-1215

Mentoring, support, resources

30 Minutes

1215-1300

Lunch

45 Minutes

1300-1345

Plan for supporting and mentoring peers

45 Minutes

1345-1415

Meeting training needs

30 Minutes

1415-1500

Team cohesion, motivation

45 Minutes

1500-1515

Afternoon Break

15 Minutes

1515-1545

Team development planning

30 Minutes

1545-1600

Positive communication

15 Minutes

1600-1630

Review, overview next day, evaluations

30 Minutes

The hourly training detail for the third day of the 3-day workshop appears in Table 8.
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Table 8
Day 3 Schedule, Self-Care (Appendix A)
Time
0800-0830

Instructional Strategies/Learning Activities
Welcome back, coffee and icebreaker

Length
30 Minutes

0830-0900

Learning objectives, terms, reflection

30 Minutes

0900-0930

Self-care and renewal

30 Minutes

0930-1015

Strategies, affirmations

45 Minutes

1015-1030

Morning break

15 Minutes

1030-1115

Self-care plan, collaboration, social media

45 Minutes

1115-1145

Mindfulness, MBSR techniques

30 Minutes

1145-1215

Practicing cognitive behavioral techniques

30 Minutes

1215-1300

Lunch

45 Minutes

1300-1345

Wellness with intention, relaxation

45 Minutes

1345-1415

Biopsychosocial health, journaling

30 Minutes

1415-1500

Life Stress Test assessment (Attachment E)

45 Minutes

1500-1515

Afternoon Break

15 Minutes

1515-1545

Groups develop plan of action

30 Minutes

1545-1615

Putting it all together

30 Minutes

1615-1630
Review, evaluations
15 Minutes
Note: The Life Stress Test self-assessment, Appendix E, is used with permission by the
author (see Appendix F).
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Rationale
Cottingham (2015) wrote of using knowledge as an empowering strategy. Nurses
can learn to use emotion management to reframe the nursing role and maintain a healthy
emotional distance while using training and knowledge to handle grief, failure, and
helplessness (Richardson & Rothstein, 2008). Participant A1 said, “There are not enough
classes to prepare people,” A7 asked for, “Stress training, like how to de-escalate
yourself,” and A5 reported, “There’s not a lot of stuff about self-care, and I think that’s
where we lose a lot of our people.” Other study participants repeated these requests for
preparatory education, de-escalation strategies, and self-care tactics. The challenge for a
PD program arises in how best to present this information to nurses.
Nurse educators have followed a longstanding tradition of teaching methods that
may not apply to contemporary learners, as millennial nurses, most of whom have
advanced technological abilities, expect PD to reflect current culture and global
information access (Yoder & Terhorst, 2012). Newer graduates have been raised in an
environment removed from consequence, reflecting a generation of entitlement in which
everything was planned around them (Yoder & Terhorst, 2012). This 3-day PD
workshop will be structured to accommodate different learning pathways and
preferences. Learning by doing, visual aids, instant feedback, information that is fun,
applicable, and relevant will structure the PD training (Yoder & Terhorst, 2012).
Resource lists will include information about e-learning through iPads and smartphones,
which, at the learner’s convenience, transforms the learner from static to mobile learning.
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The PD program conceptualization builds on an instructional design called the
ADDIE (Analyzing, Designing, Developing, Implementing, Evaluating) model, which
mirrors the nursing process of assessing, diagnosing, planning, implementing, and
evaluating (Yoder & Terhorst, 2012). Comparing the two processes aligns this PD
program with how nursing education is structured while integrating the newer
possibilities in learning provided by technology. Proactively addressing new issues,
stressors, and health care practices in ways appropriate to the evolving learning culture of
nurses can help guide them through benefitting from the tools and strategies available to
manage OTS. The ADDIE model provided for analyzing the audience of nurses to
determine project needs; systematically designing the course objectives, content, and
exercises; developing by assembling content and revisiting nurses’ learning preferences;
implementation of structure for training; and an evaluation process for continuing
feedback about the program’s efficacy.
The data analysis in Section 2 outlines an expressed need for nurses to learn how
to build resiliency for OTS exposures, acquire present-moment tools for getting through
OTS experiences during work, and train in developing self-care practices, and stress
management resources outside of work. A PD program can address the issues of
resilience building and self-care strategy development, and present them in ways that are
current, relevant, active, and visual, provide resource information for future reference,
encourage peer support, and permit exchanging information between participants. The
problem that nursing education does not offer formal classes in resilience and coping
training is addressed by providing that education through this 3-day PD workshop.
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Review of the Literature
The literature review was conducted through purchasing books and retrieving
studies from EBSCO Host, ProQuest, Elsevier, Psycnet, and SAGE electronic databases.
Searches included the keywords resilience, coping, stress management, peer support,
posttraumatic growth, mindfulness, self-care, and inoculation, singularly and combined
with the word nurse. The review separated into four segments: PD programs within
theoretical frameworks and learning; preparatory training for stress, coping, and
resilience; de-escalation and coping tactics during OTS exposures; and self-care within
general stress management strategies.
The effectiveness of stress management intervention programs has been a source
of debate for many years (Kirby et al., 2011; Prati et al., 2011). A study by Everly et al.
(2008), considering teaching and enhancing resilience, contributed to a new era of stress
management by anticipation. That same year, Richardson and Rothstein (2008)
published a meta-analysis regarding the overall contributions of stress management
intervention and training programs, adding to the theme of stress management from an
anticipatory perspective. Before 2008, primary interventions, such as redesigning jobs,
secondary interventions like peer support groups, and tertiary interventions like employee
assistance programs, were met with mixed reviews and difficult to assess in determining
effectiveness (Palm et al., 2004; Regehr et al., 2002). Consistently, cognitive-behavioral
interventions, which are active and encourage adaptive coping strategies through
changing thoughts, feelings, and behaviors, produced larger and stronger effects than
other mediations (Richardson & Rothstein, 2008). The synthesized analysis by

80
Richardson and Rothstein (2008) helped to define interventions, suggesting the
teachability of techniques designed to reduce and ameliorate stress symptoms.
Blacklock (2012) recognized the importance of a comprehensive model of crisis
management and response and adapting the CISM model of peer support for hospitals.
Establishing CISM and peer support requires specific training and ongoing education. As
part of a comprehensive model of stress management, Flarity et al. (2013) acknowledged
the need for multi-faceted training programs designed to increase resiliency, decrease
symptoms of CF, and increase CS for preparatory and continuing nurse education.
Positive outcomes from nurse training programs included the ability to develop self-care
methods for maintaining resilience and mitigate future CF threats (Flarity et al., 2013).
Rose (2014) offered another perspective through technology-based stress
management programs, as few have addressed training stressed populations who are
otherwise healthy people. Rose et al. (2013) supported the efficacy of stress management
training and stress inoculation training and introduced a multi-media stress management
and resilience training program (SMART-OP). The SMART-OP plan of action provides
an evidenced-based, confidential, interactive video training focusing on the needs of
those whose preferences, fear of stigma, or time constraints cause them to veer from
standard classrooms (Rose et al., 2013).
The SMART-OP program includes established cognitive-behavioral skills
training as developed for NASA, and is relevant for military and emergency providers
(Rose et al., 2013). Expanding technology use for stress management training, Webster,
Beehr, and Love (2011) studied an innovative method of delivering stress inoculation
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training (SIT) via online self-help interactive videos. Through this training, nurses
learned ways in which to alter how they process stressful situations, and identify activecoping adaptive strategies to replace maladaptive strategies like denial.
The most successful adaptive coping methods come from the cognitive,
behavioral, and psychological domains that individuals access in attempts to deal with
internal and external threats to individual complexities of psychological equilibrium
(Varvogli & Darvin, 2011). Evidence-based techniques for managing OTS include
activities like progressive muscle relaxation, guided imagery, diaphragmatic breathing,
and Mindfulness-Based Stress Reduction (MBSR). Research supports these interventions
as contributing to lowering stress levels, reducing disease symptoms, and improving the
quality of life. Although research on these processes is ongoing, researchers suggest that
health care providers can be trained to use safely and effectively these coping and
resilience strategies (Varvogli & Darvin, 2011).
Military Influence
Adaptive coping, which can be taught, and social support, which can be
encouraged, are two attributes of resilience. The military as an organization stands
behind the concept that you live what you learn, and training to mastery of skills equates
with survival. The U.S. Army instituted the Comprehensive Soldier Fitness (CSF)
program to strengthen resilience based upon the input of behavioral health findings
(Simmons & Yoder, 2013). The CSF program designed to enhance resilience holds five
domains: physical, spiritual, emotional, social, and familial. The concept analysis
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provided by Simmons and Yoder (2013) emphasized the importance of understanding the
challenges to resilience in high-risk environments.
The CSF program and military resilience building training incorporate the
attributes of positive psychology, as with the three blessings exercise, where participants
reflect daily on what went well and why (Cornum et al., 2011). Performing the exercise
for a week linked with increased happiness and decreased depression for up to six
months. Part of the CSF training includes establishing working groups to identify
qualities, skills, and behaviors necessary to meet resilience goals. Addressing the
conundrum of how the same circumstances can result in CF or CS among those exposed
to trauma, combat-related psychology presents the concept of posttraumatic growth
(PTG). Whereas traditional psychology addresses pathology, positive psychology
emphasizes resilience building and positivity, presenting the military CSF program as a
possible model for psychological fitness in other organizations (Cornum et al., 2011).
The United States Air Force (USAF) echoed the necessity for addressing
traumatic stress encounters before, during, and after trauma exposure through the USAF
instruction AFI-44153, guiding disaster mental health response and stress control (USAF
AFI44-153, 2014). Acknowledging that everyone has the potential for negative
responses following stress exposures, the instruction proposes preparatory training to
foster resilience in those who may meet with significant or high-stress events. Regularly
scheduled training modules address prevention, PFA, referral, secondary trauma, and
burnout. Another program within the AFI 44-153 is the Combat Operational Stress
Control (COSC) training, designed to teach pre-exposure planning, identify and manage
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adverse reactions, and promote unit cohesion and resilience. Military literature and
training programs provide a model for many elements of the nursing PD program.
Another military training strategy to mitigate the possible negative effects
following trauma exposures is Predeployment Stress Inoculation Training (PRESIT).
This preventative effort includes education in relaxation and operational stress control.
Hourani et al. (2011a) acknowledge the paucity of information about preventive and
preparatory coping practices; Stress Inoculation Training (SIT) is a relatively new
program reflecting the coping mechanism of task-focus under stress to bolster resilience.
Military psychoeducational preparation approaches of pre-deployment training
are designed to prevent or mitigate negative posttrauma exposure outcomes. The
philosophy behind preparatory training is lessening negative trauma perceptions by
providing awareness of possible posttrauma symptoms and normalize disturbing
reactions. For example, if persons recognize the possibility of nausea or anxiety in
certain situations, and nausea or anxiety occur, persons can identify the symptoms as
predictable reactions. Training can modify negative perceptions through reframing,
boosting resilience, and identifying practical self-help actions (Hourani, Council, Hubal,
& Strange, 2011b).
A military program for developing competencies to operate under stress, SIT is an
exemplar for high-stress occupations. Component stages of the training are education
about stress, behavioral skills training to mitigate or manage stress responses, and
practicing those skills under simulated stress conditions (Robinson & Manacapilli, 2014).
Robinson and Manacapilli (2014) echoed the findings of Richardson and Rothstein
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(2008) and their description of primary, secondary, and tertiary interventions, providing a
comprehensive training strategies module. Addressing resilience, Robinson and
Manacapilli reinforce the value of cognitive and behavioral skills training for
performance enhancement and promoting well-being.
Theme: Preparation
Resiliency as a preparatory mechanism is a critical training element that can be
acquired through stress management teaching concepts of modifying perceptions,
positive self-talk, workplace buddy systems, work/life balance, relaxation training, and
mindfulness (Everly et al., 2008). The Johns Hopkins Tripartite Model of disaster mental
health (DMH) is comprised of three main concepts: to build resistance pre-event, enhance
resiliency acute event, and facilitate recovery post-event (Everly et al., 2010). Training
nurses in enhancing inherent resiliencies serves to mitigate further distress. Nurses can
benefit personally while assisting other emergency responders and ED cohorts by
learning PFA and resilience models, which empower nurses by building on principles of
resilience and self-care (Everly et al., 2010).
A brief stress-reduction and resilience-enhancing training, SMART, was piloted
by physicians to test the program’s efficacy (Sood et al., 2011). The study proved
feasible with the potential to improve scores in measures of quality of life, resilience, and
stress. Expanding resilience and proactive programs to include physicians, like those
developed by the military and encouraged for other organizational use, can also serve to
legitimize wellness programs as a whole (Rose, 2014).
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Educating about known stressors and their effects can raise awareness and reduce
the stigma of training programs for stress management. Physicians’ exposures and habits
mirror those of ED RNs, challenged by maintaining good exercise and nutrition habits,
circadian disruptions, sleep deprivation, patient mortality, and the shared need for
wellness strategies and managing stress (Schmitz et al., 2012). The culture of training
and focus on resilience is emerging in health care, yet attention to preparatory training
necessary for members of emergency health care is sparse.
Theme: De-Escalation
Initiatives to reduce stress during work emphasize the value of taking breaks,
positive team support and interaction, and participating in coping skills training (Happell
et al., 2013). Airosa et al. (2011) suggested stress reduction practices may include a quiet
room away from patients, tactile massages, and relaxation tactics to increase energy and
concentration. Psychological interventions in a stress management training plan, like
stress inoculation training, may prove beneficial to staff. Training modules should also
include signs of traumatic stress, stress management strategies, and resources like
professional counselors, chaplains, or a peer support team (Gillespie, Bresler, Gates, &
Succop, 2013).
Awareness of signs and symptoms of stress, and when stress reduction strategies
would be helpful, are part of comprehensive programs like CISM (Mueller-Leonhardt,
Mitchell, Vogt, & Schurmann, 2014). Specially trained CISM peers facilitate defusing
and de-escalation. Training includes awareness of preventative measures like time-outs,
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establishing peer support providers, and awareness of post-work resources like employee
assistance programs (Mueller-Leonhardt et al., 2014).
Lavoie et al. (2011) promote peer support system development, with training in
early recognition of the type of events and symptoms that may indicate distress in self
and coworkers. Social support through venting and talking with coworkers, chaplains, or
social workers during stress proved to be a helpful coping mechanism (Harris, 2013).
The repeated use of humor and prayer as strategies to get through the day are also tactics
to manage workplace stress, with laughter as a key cohort-shared approach, coping
maneuvers which Harris (2013) proposes for training opportunities.
Mindfulness is a cognitive state attentive to the present moment in a
nonjudgmental way while living in the present moment (Hulsheger, Alberts, Feinholdt, &
Lang, 2012). Augmenting cognitive-behavioral training with mindfulness and relaxation
techniques decreases rumination, an important factor in improving sleep quality and
posttrauma recovery. Mindfulness-Based Stress Reduction (MBSR) is an evidence-based
solution easily and inexpensively adapted to health care communities.
Extending beyond the effects of OTS, Zeller and Levin (2013) proposed a nursing
job stress model that considers workers’ personalities, job demands, family stressors,
sleep deprivations, and self-care practices. MBSR training may also appeal to nurses’
scientific reasoning as post-MBSR training imaging studies showed increased activity in
the areas of the mind related to concentration and positive disposition (Zeller & Levin,
2013). Proposing MBSR training as a component of wellness practice, Zeller and Levin
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(2013) suggested incorporating adaptations, like breathing exercises to improve cognition
and relaxation.
Group cohesion provides an effective protective factor against the negative
effects of occupational stress. Merging preparatory training with de-escalation strategies,
Pines et al. (2012) showed a relationship between psychological empowerment and stress
resiliency, encouraging nurse educators to include resilience as a conflict management
tool for increasing team solidarity. The positive effects of group cohesion may be
enhanced by mentoring and teaching adaptive coping skills, informing educators of the
value of including these factors in training curriculums (Li et al., 2013). Moreland and
Apker (2015) suggested ways to engage nurses positively and improve collaboration
through training in the use of crucial conversations about conflicts and viewing a lack of
cohesion as an opportunity to implement change. Practical insights included suggestions
of skills improvement through mentoring programs, social gatherings, and social media
platforms to facilitate relationship building (Moreland & Apker, 2015). Training to
empower nurses through engagement, DeVivo, Quinn Griffin, Donahue, and Fitzpatrick
(2013) suggested mentoring and shared governance programs.
Theme: Self-Care
Recovery training programs promoting detachment from stressful work
experiences, relaxation, increased self-efficacy, and positive wellness outcomes enhance
self-care concerns like sleep quality, an indicator of well-being (Hahn, Binnewies,
Sonnentag, & Mojza, 2011). Combining education, visual presentations, printed
materials, and group exercises, Hahn et al. (2011) supported that recovery experiences
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are mutable and can be facilitated by training. Educational programs and cognitive
behavioral interventions (CBI), using activities like relaxation and breathing techniques,
were found to be more successful stress management and self-care strategies than
organizational changes (Orly et al., 2012). Nurses who participated in CBI training
achieved a higher sense of coherence scores and reportedly felt a greater ability to cope
with work stressors, indicating resilience (Orly et al., 2012).
Resilient nurses’ worldviews reflect the mindfulness perspective accepting that
death is part of life, that outcomes are out of the nurses’ control (Mealer et al., 2012).
Cognitive behavioral training helps already resilient and adjusted nurses learn better
coping tools. Mealer et al. (2012) recommended preventative resilience training for
nurses’ personal and professional work environment improvement, identifying and
including elements that support and strengthen nurses into their training. These wellness
and resilience perspectives merge within the self-care spectrum and include a supportive
social network, spirituality, optimism, work-life balance, cognitive flexibility, and
observing resilient role models.
Mindfulness training extends from mediating OTS exposures to assisting with
stress management outside of the workplace, as ED nurses attempt to change roles from
professional to personal. Mindfulness practices help to reduce rumination, mitigating
against destructive thoughts, improving health, and decreasing stress and anxiety at home
(Fourer, Besley, Burton, Yu, & Crisp, 2013). Positive Emotions/Engagement, good
Relationships, Meaning and Purpose in life (PERMA) is a new agenda proposed by
Seligman (2011) to insert positive psychology and mindfulness training as an overall
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wellness and self-care approach supporting health care workers. Roeser et al. (2013)
suggested for teachers, another high-stress occupation, the social cognitive perspective of
mindfulness training as an effective coping stratagem.
The foundation of mediating the negative outcomes from OTS, like CF, is selfcare (Wentzel & Brysiewicz, 2014). Empowering health care providers to examine
susceptibility and employ self-care tactics, Wentzel and Brysiewicz (2014) suggested
stress management support. Neville and Cole (2013) found a significant inverse
relationship between CF and health promotion, and a moderate association between CS
and engaging in self-care initiatives. Training programs in self-directed meditation
demonstrated a reduction in stress and anxiety (Cutshall et al., 2011). For those who are
busy or elect not to attend formal classes, computer-guided programs are available to
promote self-care, wellness practices, and boost resilience (Cutshall et al., 2011).
Resilience characteristics of emergency nurses reach beyond personal abilities to
bounce back, as thoughts, attitudes, and behaviors affect nurses’ cohorts. Tubbert (2015)
noted benefits of resilience training as affecting interpersonal connectedness of teams,
increasing job satisfaction, and creating supportive relationships between nurses during
and after work. Role-modeling resilience, important in a formal mentor relationship and
part of nurses’ observational learning, was introduced by Tubbert as affecting
cohesiveness. Positive self-talk, self-awareness, and self-care are elements that nurses
consistently advocate for others but often fail to practice themselves (Wicks, 2006).
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Theoretical Framework and Learning
The two theoretical frameworks used to inform this PD plan of action were
Bandura’s social cognitive learning theory and Kolb’s experiential learning theory (ELT).
As part of the social cognitive theory, Bandura’s (1977) triadic reciprocal determinism
provided a framework of self-efficacy and functioning through interactions between
individuals, the environment, and behaviors. Shoji et al. (2014) linked Bandura’s (2012)
self-efficacy to managing more effectively OTS demands, relating social support and
self-efficacy as mediators between STS and secondary traumatic growth. The importance
of this theoretical base and connection with positivity is the spotlight on tentative
pathways chosen by individuals either to outcomes of positivity and posttraumatic
growth, or biopsychosocial pathology. Shoji et al. suggested self-efficacy facilitates
adaptation in trauma exposures, emphasizing the value of training opportunities for
coping strategies skill attainment. The connections with positivity reinforced the
theoretical base of social cognitive learning and teaching cognitive-behavioral coping and
stress management skills to the learners.
Kantar (2014) linked the formation of groups and social interaction within
Bandura’s learning theory to the benefits of peer interaction, motivation, and learner
satisfaction. Making a connection to knowledge and grasping its personal benefits
motivates learners to store the new information, critically reflect, take ownership, and
transfer knowledge to their behaviors (Curran, 2014). With perceived self-efficacy, and
adding knowledge transfer to Bandura’s (2012) social cognitive learning, the component
of reciprocal determinism helps transfer learning into practice (Curran, 2014).
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The second theory used to inform the project study PD program was Kolb’s ELT,
based upon cognitive behavioral learning whereby knowledge stems from experiences
(Finch et al., 2015). Finch et al. (2015) suggested that ELT is becoming the principal
theoretical lens used for examining the conversion of experience into learning, a higher
order and integrative process whereby the learner makes meaning of and individualizes
new events. McDermott (2012) added that experiences need to be relevant and connect
with prior learning to be meaningful.
To address the lack of nurses’ training in coping and resilience, the ADDIE
design model helped to reinforce the concepts of cognitive-behavioral interventions and
the social learning observations, environmental influences, experiences, and perceptions
of the social learning theory (Bandura 2012; Bandura & Jeffery, 1973; Yoder & Terhorst,
2012). The criteria from the research noting the variety of ways in which adults learn,
including the technology and visual needs of millennials, helped to shape the formation
of the training plan for this project study in conjunction with the ADDIE model. Yoder
and Terhorst (2012) proposed including the ADDIE model for effective nursing
experiences and PD programs. Table 9 compares the ADDIE model of instructional
design to the nursing process (Yoder & Terhorst, 2012).
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Table 9
ADDIE Model and the Nursing Process
ADDIE
Analyzing

Nursing Process (ADPIE)
Assessing

Designing

Diagnosing

Developing

Planning

Implementing

Implementing

Evaluating

Evaluating

Bandura’s SLT provided a base onto which a constructivism mode may build to
improve teaching methods (Kantar, 2014). Kantar (2014) posited that students develop
concepts within learning events, using prior knowledge as a guide to process new
information. Motivation is a key to this process, connecting constructivism to Bandura
through social and peer interaction as key to cognitive-behavioral social learning (Kantar,
2014; Rutherford-Hemming, 2012). The process of teaching using the ADDIE model
within the constructs of SLT will provide a structure upon which to build learning and
cognitive behavioral interventions and skills. Experiential learning brings together
cognitive and behavioral perspectives, the ADDIE and nursing processes, and dynamics
of interactions between individuals and their environments (Kolb & Kolb, 2012).
Experiential learning provides a system whereby experience may transmute into
knowledge, skills, and attitudes (Dennick, 2012). Dennick (2012) touted ELT as
quintessentially suited for clinical learning environments, speaking to the training
interventions applied by peers and mentors with teams and cohorts in the workplace. As
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a framework for designing a PD training program, Kolb’s ELT contributed the concept
that learning is a process of reconstructing experience and learning through interactions
between learner and environment (Kolb & Kolb, 2012). The cycle of ELT is a series of
transformations whereby learners experience, reflect, think, and act in response to what is
learned and the situation (Kolb & Kolb, 2012). Kolb and Kolb (2012) differentiated
between learning approaches contained within the construct of ELT as diverging,
assimilating, converging, and accommodating.
The person with a divergent style of learning is best at seeing concrete events
from different vantage points, permitting them to work well in brainstorming situations,
generating ideas in a broader cultural sense, and are known as information gatherers
(Kolb & Kolb, 2012). Those who have an assimilating style are good at approaching a
broad base of information and integrating abstract concepts and are interested more in
logic than practicality (Kolb & Kolb, 2012). The third style is converging, whereby the
individuals are best at finding practical applications for ideas, solve problems, make
decisions, and deal more readily with technical tasks than social issues (Kolb & Kolb,
2012). Finally, those with an accommodating style of learning respond to gut feelings,
learn by hands-on experiences, rely on others for information, and prefer working
together with others to complete projects (Kolb & Kolb, 2012).
Nurses’ see one, do one, teach one process of learning also speaks to ELT and the
experiential approach to group learning. For that learning to be the most effective, the
peers must reflect and talk about experiences, which aligns with peer support cognitivebehavioral interventions. Kolb and Kolb (2012) noted that beyond learning facts, ideas
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need to organize into a conceptual framework whereby they can be recovered to apply
and transfer into other contexts. Encouraging nurses to take responsibility for their
learning, rather than attend passively to meet the obligations of showing up and taking
courses, may help them to engage more in the team and ELT approach to learning (Kolb
& Kolb, 2012). An awareness of nurses’ cognitive processes, engagement with peers,
experiential and observational learning, and how nurses integrate experiences into
knowledge encourages instructors to integrate SLT and ELT elements into training.
Project Description
The project created from the study results is a 3-day PD workshop broken into
training segments of preparation, de-escalation, and self-care. The interactive workshops
will feature the activities and sharing opportunities the study participants requested in the
form of breakout sessions. There will also be discussions between the instructor(s) and
trainees to encourage critical thinking, providing the opportunity for nurses to make the
knowledge their own by applying what they learn to their circumstances and
understanding (Brekelmans et al., 2013; Finch et al., 2015).
As learners require tactile, auditory, and visual cues for learning, those
experiences will be included in the training (Yoder & Terhorst, 2012). The focus of the
training will be to provide nurses with tools, strategies, and resources to affect resilience
building, coping, greater group cohesion, and wellness practices (Li et al., 2013). The
program becomes more flexible with adjustments to the training format, using a single
subject or single day segment for nursing education. Modernizing training from
traditional teaching methods into learner-centered focus for the more mobile,
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contemporary learners, who prefer synergistic, collaborative learning opportunities, could
increase learner interest and participation (Yoder & Terhorst, 2012).
The training will include a PowerPoint presentation, outline of the 3-day PD,
handouts, and lists of institutional and local resources. Participants will learn about
stress, resilience, coping, and posttraumatic growth, aligning with the categories of
stressors, stress management, effects, coping and resilience, and training that emerged
through descriptive coding (Table 3). Data analysis revealed the need for training in
these areas as study participants shared, “There are not enough classes to prepare people”
(A1); acknowledging the need for, “Stress management to keep us being able to cope”
(A2); “Tools to recognize signs and symptoms [of stress]” (A3); “Ongoing training in
terms of trauma [and] stress” (A4); “I’ve learned how to bounce and change” (A2; “We
need to focus on mutual respect and positive communications” (A5); and “All that
positive stuff has to be there; inspiring things that make me not be stressed” (A5).
The data also revealed the necessity for reviewing communications skills,
mindfulness, using mentors, peer support, and team building. The need for
communicating and being in the present: “That way to communicate, especially in the
moment, that makes things easier to handle” (A5); the need for mentoring, “It would be
more manageable to ask them to assist other people” (A3); support, “It’s always good to
be a co-peer as opposed to just a coworker” (A7); and building cohesive cohorts,
“Relying on your team members, working together for the same goal” (A4). The analysis
revealed intertwining vantage points, as these suggestions revealed, leading to the
consideration for continuing after work hours.
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Participants will develop strategies for post-work socialization, using social media
to enhance group cohesion, and exercising solidarity and support for promoting deescalation during OTS exposures. As discovered through the data, socializing was a
strength recommended by respondents that related to team building. “We go out after
work; we hang out” (A1); “We need to have some external type of programs or activities
… get-togethers after work” (A4). The data revealed nurses’ opinions about using social
media, “On Facebook we have a support group, you can vent, you get feedback, you get
support” (A3); and “We need stress training, like, how to de-escalate yourself” (A7).
Attendees will discuss several coping mechanisms, including humor and
spirituality, practice cognitive behavioral exercises like relaxation and guided meditation,
and receive resource lists naming who they may contact for further information,
instruction, or assistance. Data analysis brought forth coping mechanisms used, and
nurses stated, “We have a darker side, a darker humor. It helps us to get through the hard
stuff. We can look at each other and joke about things, and we know we understand”
(A1); “The ever popular dark humor of emergency medicine that goes a long way in
terms of stress reduction” (A4); and “We use sick humor, but I do think that helps a lot of
people to talk through what we see and do, and I am, like spiritualism [sic]” (A7).
The need for relaxation instruction was evidenced strongly through one nurse,
who said, “I can’t just relax; I think there are things they need to do for us, [like] a quick
session of doing some exercises [that] you could take home with you and get you to relax
once you get home” (A3); or using “A drink to relax and unwind” (A7); giving evidence
to the need for alternative coping strategies. The data also revealed that participants did
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not know where to find resource information. Accessing resources is impossible if they
are unknown, and one participant said it most succinctly: “There should be mandatory
training on it. We have this resource; this is how you use it” (A5).
The connection between codes in the data analysis clarified the overlapping
themes of before, during, and after OTS exposures. That overlap reinforced the
consistent need declared by participants that training was necessary, it must address more
than one element of OTS and a more holistic view of the nurse as a person. The cyclic
pattern of preparation, de-escalation, and self-care called for a comprehensive resolution
that could embrace opportunities for training in ongoing, interconnected systems.
Purpose
The purpose of the PD workshop (Appendix A) is to provide a PD program to
ameliorate the coping, resilience, de-escalation, and self-care strategies of ED RNs.
Interviews with seven emergency nurses revealed the need for training in overlapping
areas of before, during, and after OTS exposures. The data from those interviews
developed into themes of preparation, de-escalation, and self-care, guiding the project
(Appendix A). A PD program that permits nurses to discuss collectively and develop
strategies for resilience, coping, and stress management from the nurses’ perspective is a
new nursing educational training approach (Howe et al., 2012).
Support and Barriers
The corporate headquarters of the research site took an interest in this project
study before the data collection phase and expressed hope that rather beyond completing
a doctoral process the deliverable would benefit nurses. On-site training would require
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an invitation by each of the sites within the corporate system through the Nursing
Education and Emergency Department managers. The PD training workshop could also
be offered to neighboring trauma center emergency and nursing education departments,
as the research site holds no propriety over project contents.
Potential barriers would be financial support, accommodating training with the
required technology, convincing managers of the need for and value of the program, and
interesting nurses in participating. If the ED is unionized, the nurses might insist upon
being paid their hourly wages for the training. Potential solutions to these barriers
include gaining donations of refreshments from local retailers, like Costco, who have
made donations in the past. Failure to secure funding for refreshments could mean that
participants would supply meals and refreshments on their own. Working with the
nursing education offices to make this training part of their annual competencies is
another possibility as training rooms, and refreshments are budgeted. Waiving instructor
fees to establish the course would reduce organizational financial commitments.
Roles and Responsibilities
The role of the student is as an independent, professional, self-directed learner.
Each learner is responsible for taking the information and integrating it into their
wellness plan and practice (Beck, 2011). The student is expected to show respect to the
instructor(s) and other students, to engage in the discussions and breakout sessions, to
consider new ways of thinking and learning, and to support their peers’ learning.
Instructors’ responsibilities include providing a safe, non-judgmental learning
environment, maintaining a positive, supportive attitude and friendly demeanor, and
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providing students with a positive and enlightening learning experience. As the class
may contain technology-savvy millennials and mature students, the instructor must
ensure that all remain engaged (Kahu, Stephens, Leach, & Zepke, 2013; Yoder &
Terhorst, 2012). The instructor is also a mentor and resilient role model, which bears the
responsibility of acting as an example in this environment of observational and
experiential learning (Mealer et al., 2012).
Project Evaluation Plan
To ensure the success of the program in delivering to nurses stress management
and coping training, students will have input to see what works for them and what needs
improvement (Caffarella & Daffron, 2013). In addition to a paper evaluation,
participants will be encouraged to provide feedback throughout the training days. The
evaluation plan is goal-based with objectives for each of the three (3) days of the
workshop. Evaluations will be collected from participants at the end of each day as some
participants may not attend all three (3) days of the training.
The PD program is set up as goal-oriented based upon needs detailed by the
research participants, what they saw as problematic, what they wanted to learn, and
suggestions they had for improving stress management training (Yoder & Terhorst,
2012). In the evaluations, participants will detail learning according to objectives, critical
nursing assessment, and evaluate outcomes as measurable goals (American Nurses
Association [ANA], 2010). Evaluations are an important part of the key shifts in PD, and
the short evaluations can be completed quickly at the end of each day, paying heed to
nurses’ time constraints and competing priorities (Govranos & Newton, 2014; Yoder &
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Terhorst, 2012). The evaluation is a formative assessment tool whereby participants may
offer input for future workshops, contributing to the positive evolution of nurse training
(ANA, 2010).
An analysis of evaluation forms will inform instructors and site managers about
whether the training met its goals; if training was effective; if it should be repeated; what
might be revised or deleted; and what overall changes in the course might increase its
value to participants. Critical evaluation of the success in reaching goals and outcomes is
a part of the nursing ADPIE process. Participants, assistants from nursing education, and
the instructor will evaluate the workshop from their perspectives. The workshop will be
mutable to meet the needs of the participants, organization, and ongoing research
developments. Daily and post-workshop input will be used to make changes in the
workshop format, content, and materials to address future effectiveness.
Nursing science builds upon the analytical structure of the ADPIE process and
evidence-based practice (ANA, 2010). To further evaluate the effectiveness of the
workshop, management, and nursing education, should meet at established intervals postworkshop to discuss ongoing education in stress management. Those reflections may
inform as to whether learners successfully applied skills to practice as part of social
cognitive theory and reciprocal determinism (Curran, 2014). Ongoing peer input through
systematic, criterion-based evaluation increases professional knowledge and ownership
of the assessment and improvement of nursing education systems (ANA, 2010).
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Stakeholders
Key stakeholders are the institution’s ED manager, ED clinical manager, site
nursing educator, director of nurses (DON), ED nurses participating in the training, their
cohorts, course facilitators, and course instructor(s). Each of the stakeholders plays a role
in the preparation, development, delivery, and services provided through the training.
The ED manager and clinical manager are the gatekeepers for each site, and training can
only occur with their support. These lower level managers must work with the approval
and guidance of the DON to permit training outside of the standard nursing curriculum to
meet hospital-specific education and gain funding for those endeavors. The site Nursing
Educator is responsible for collaborating with the ED managers to develop training
modules within specified budgets, time constraints, and subject matter determined as vital
to nursing, and as part of their educational and employee support goals.
The importance of the project to the students is that they will receive training that
can mediate the negative effects of OTS exposures in a more positive and healthy way.
They will learn how to use mindfulness to center themselves in the present moment in a
nonjudgmental way that decreases anxiety, supports clearer thinking and functioning, and
decreases ruminating about work stressors (Fourer et al., 2013). They will learn skills to
separate home from work through relaxation techniques, know when to vent to a peer,
and know when to seek a higher level of intervention and help.
The training is important to the trainees’ peers because the trainees will learn to
watch over themselves and others in a more supportive way, bringing tools that may
assist in team cohesion and peer support (Pines et al., 2012). The ED educators and
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management benefit by a staff that is less likely to take personal days to escape the stress
of work once they have more tools to deal with those stressors (Glynn & Silva, 2013; Wu
et al., 2012). The ED managers and DON may benefit from a staff less likely to seek
employment elsewhere.
The classroom attendees will benefit by sharing what is in their minds and hearts,
often putting an end to the ubiquitous and ongoing fallacy of uniqueness many feel when
they think they are the only ones suffering from negative feelings and symptoms of OTS
(Miller, 1995). Everyone present will benefit by the emotional think tank that
collectively develops as participants share tips and tricks for handling situations unique to
ED RNs. The instructor(s) will benefit from exchanges with nurses who, through
sharing, will educate in how to help other nurses deal with OTS, and remind of the value
in sharing coping, resilience, and stress management knowledge.
Project Implications
Within the closed culture and context of trauma nursing, what happens in the ED
stays private as nurses do not often share with outsiders or family. The myth that nurses
are impervious to emotional trauma remains and trial by fire sometimes consumes
caregivers exhausted by CF (Prati et al., 2011). To dispel the delusion that everyone else
is tough enough, and to discover that affected nurses are not broken or mentally impaired
because OTS bothers them, is a life-changing experience (Miller, 1995).
If the participants, stakeholders, and leaders in nursing see the change in
employees following the pilot program and continue its efforts, the training could expand
to other departments within the institution, producing greater change. This hospital could
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stand as a beacon, inspiring nursing education to include stress management, deescalation, preparatory resilience and response, and self-care training for nurses in other
departments, and other hospitals. Hospital staff could share with collegiate nurse
educator cohorts to include resilience, coping, and stress management training into
nursing student programs as a preparatory strategy (Reeve, et al., 2013).
Introducing knowledge useful to ED managers and educators will help them to
assist employees and address employee turnover (Mosadeghrad, 2013). The implications
for positive social change embrace understanding and mediating the negative effects
following OTS exposures. Enhancing nurses’ resilience and introducing adaptive coping
mechanisms may mitigate the pathological outcomes possible when overwhelming stress
causes biopsychosocial illness and loss (Lavoie et al., 2011; Wlodarczyk & Lazarewicz,
2011). Because nurses are a valued part of society as caregivers for people at their
weakest and worst, taking care of nurses can translate into a healthy boost for the global
society of nurses. If nurses cannot take care of themselves, if no one will mediate the
problems that could take nurses from nursing, society will suffer losses within an
important profession on which they depend.
Summary
Section 3 concentrated on the elements necessary to construct a 3-day PD
workshop for emergency nurses. The workshop format was chosen as an ideal method
for training ED nurses in concepts and strategies surrounding resilience preparation, deescalation, and self-care practices. The classroom arrangement permits training small
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and large groups, supporting and encouraging information sharing among participants,
skills rehearsal and reinforcement, and group interaction.
Section 4 will contain strengths and limitations of the project, recommendations
for alternative approaches, and what nurses learned throughout the processes regarding
research and development. Personal reflective analysis and my growth as a scholarpractitioner, project developer, and the importance of the work will also be discussed.
Finally, Section 4 will close with potential implications for social change and
recommendations for future research.
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Section 4: Reflections and Conclusions
This project study addressed the community of nurses, who are expert at skills
that improve the lives of people in crisis, and that meet patients’ biopsychosocial needs.
Nurses are among the last professionals who either believe or who have been told they
are tough enough to manage intuitively what they do and see at work. This project
addresses resilience and coping by providing a glimpse into the possibility of what might
be given to this closed culture of professionals. Nurses should be trained to live so that
they might come away with compassion satisfaction and a sense of accomplishment
instead of compassion fatigue from caring too much for others and not enough for
themselves (Hinderer et al., 2014).
This project study was inspired by a challenge from two Detroit emergency
physicians, Dr. Marson Ma, and Dr. Don Benson, who promoted lifelong learning. They
often said it was not enough to just know; individuals should ask what they are going to
do with that information. Through the deliverable, I will address the latter.
Section 4 presents the project’s strengths and limitations, additional training
approaches, and alternative solutions to the problem studied. I share information gleaned
from the process as a scholar, practitioner, and project developer. Reflecting on the
importance of the work, I reveal my thoughts about implications, applications, and
directions for future research. Through Walden University, I have reaffirmed my
commitment to acting as an agent of social change, a lifelong practice following my
mother’s constant imperative of how can you make this better?
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Project Strengths and Limitations
I have worked with emergency responders for more than 20 years. That
experience provided a foundation for understanding the complexity of crisis management
and the expectations of inherent resilience in nurses (Everly et al., 2010). Both
responders and nurses share similar struggles with OTS, yet the organizational response
and support for each group are light years apart. My experience served as a project
strength: I have spent time with the literature, taught CISM in the field for emergency
responders, and found support for translating that information into the nursing realm.
Within the professional culture of nursing, the project development and presentation by a
peer strengthens its value and relevancy (Hart, Person, Spiva, & Hart, 2013).
Another strength of the deliverable is that it mirrors positive training patterns used
in military and emergency responder communities with good outcomes (Flarity et al.,
2013). This project provides cognitive and behavioral training reinforcement of
educating, building, and reinforcing resilience, and including self-care strategies in
toolkits. The project represents the recognition of a need, and if implemented, establishes
a pathway for nurses to follow toward wellness instead of biopsychosocial pathology.
The length of the workshop is its greatest limitation as it competes with nurses’
priorities, time constraints, and indifference about continuing education (Govranos &
Newton, 2014). Nursing requires mandated training modules to meet license and
organizational requirements. Unless nurses recognize the need and have funding for the
workshop, they may be less inclined to attend. Also, the newer generations, specifically
millennials, desire a more technology-driven source of continuing education that they can
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access from home. Addressing alternative approaches for providing training may
mitigate the limitations of additional and lengthy training elements.
Recommendations for Alternative Approaches
Alternative ideas surfaced through suggestions made by study participants and
observing related occupations’ approaches. Existing training programs could be
modified to assimilate themes of preparation, de-escalation, and self-care. Annual
mandated competencies could include stress management training as a professional skill
with measurable goals and outcomes. Department education could also incorporate stress
management themes using skills, goals, and training elements as part of annual
evaluations. Orientation could make wellness awareness and strategies part of new
employee training modules. Departments could institute a voluntary or formal mentoring
program that integrates coping and self-care training and practice, providing ongoing
resilience and support resources.
Online resources could provide training through self-paced, private, and easily
resourced systems for busy nurses. Programs today can be accessed by desktop or smart
phone, affording options for stress management resources, training, and collaboration.
Social media provides platforms where thinkers can share information, vent, validate one
another’s thoughts and feelings, and provide peer support in the context of their
professional community. LinkedIn, Facebook, nursing and emergency responder blogs,
and crisis management websites are a few of the online choices available to provide
information, support, information exchange, and training.
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Organizations might consider establishing a CISM program for training and
response, variations of which are commonly used by military and emergency responder
groups (Blacklock, 2012). Evaluating and revising current policies, or establishing them
where none existed, could align nursing training and practice with others involved in high
OTS exposure professions. Evaluating and revising orientations to include CISM could
address training and response elements, different views, and varying OTS definitions.
Posting educational handouts with preparation, de-escalation, and self-care themes could
provide information in small increments to supplement or reinforce training. Making
visual reminders within the work space of positive affirmations, resources like EAP, and
team support are other alternatives to address learning needs.
Scholarship, Project Development, Leadership, and Change
Learning about qualitative research from classroom readings and assignments was
minor compared to the depth of project execution. Familiar with the difference between
reading and doing from nursing school, I expected an intricate and multistep experience
for which I would rely heavily on resource materials. I was not disappointed.
Conducting interviews, coding and analyzing data, and translating that information was a
challenge that preceded the equal challenge of constructing a deliverable. Learning how
to transfer accumulated knowledge into a palatable and effective product for nurses was
the motivation for this doctoral journey.
The importance of continuing lifelong formal learning alongside other methods
became critical to contributing to higher learning and nurses’ continuing education.
Creating an environment conducive to learning, taking into consideration the various
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ways in which people learn, and holding individuals responsible for their learning are key
to successful crisis intervention training processes (Curran, 2014; Rutherford-Hemming,
2012). Walden’s imperative to act as a social change agent helped me to fuse the pieces
of knowledge, experience, and desire to make things better into a learning platform.
Centered on the works of Bandura’s social cognitive learning theory and Kolb’s
experiential learning theory of adding meaning to knowledge and experience, that
platform was ideal for the nursing population (Bandura, 2012; Curran, 2014; Finch et al.,
2015; Kantar, 2014; McDermott, 2012).
During the research and development phase of the project, a new appreciation for
the literature surfaced. There are many sources of information available from which to
choose new material, establish training resources, and create effective programs that can
change nurses’ lives. Those resources provide guidance for holistic practices, cognitive
positivity, mindfulness, wellness, a better relationship with coworkers, and a healthier
self (Happell et al., 2013; Schmitz et al., 2012).
The process of project development provided additional learning experiences
from planning to final deliverable. At each step, I reviewed books from previous courses
to clarify each point and phase of the process. This journey challenged my intellect,
stamina, and dedication. I wanted to honor those nurses who willingly participated in the
research. I wanted them to know that their voices were heard, that change was possible.
Leadership, according to Knowles, Holton, and Swanson (2012), can be measured
by a set of behavioral characteristics like executing the role of a change agent, describing
theories, and formulating policies and procedures. Seligman (2011) described experience
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as a basis for establishing the standard of leadership. Throughout the interviews and in
developing this project, leadership has come forth as an expectation from nurses, that
those with experience who have gone before will act as leaders. I hope nurses will
embrace the concept of responsibility for an entirely new generation of nurses.
As a practitioner, I have reaffirmed and hope to share the credo that we are
servant leaders. Serving nurses in ways that will help them learn and enhance skills in
resilience and coping lays a solid path toward effecting change personally, professionally,
and within nursing practice. I have also reaffirmed through this process of research,
development, project developer, and reflecting on those steps, that to know is not enough.
One absolutely must do.
Reflection on the Importance of the Work
Researchers, mental health professionals, crisis interventionists, and peers have
gained access to the closed cultures of emergency responders and military personnel
affected by occupational traumatic stress. Fallacies of uniqueness, like veils of
ignorance, are beginning to fall away from those experiencing OTS. Military and
emergency services have programs, policies, and procedures in place, but not nurses, who
are expected to be resistant and resilient, coping by inherent qualities outside of training
(Cornum et al., 2011; Hourani et al., 2011b; Jahnke et al., 2014). The implications of this
knowledge are that the practice of caring for the caregiver needs to evolve. Without the
appropriate training and attention to issues of resilience and coping secondary to OTS,
nurses have been lost to burnout, suicide, PTSD, and stress-related illnesses (Lavoie et
al., 2011; Wu et al., 2012).
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What I learned through this process of reviewing the importance of the work is
that nurses are now in the same infancy of critical incident stress recognition and
management that military and emergency responders were in the past. I learned nurses in
the field are suffering the same pathological sequelae as related occupations. During the
interviews, I heard nurses, more concerned for other nurses than for themselves, asking
for help. That knowledge has rekindled the passion for making a difference while
reminding how daunting a task this has been for all those working toward that end.
Applying this knowledge is the challenge, as integrating training for preparation, deescalation, and self-care strategies is a project that will take many dedicated hands.
Future research might benefit by addressing nurse personality. Researchers may
investigate whether the nurse is drawn to nursing because of trait characteristics, if those
properties develop during the experience of nursing and OTS, or if both may be
significant contributors. Knowing if there is a nurse personality may inform how to
approach resistance, resilience, self-care, and training. Having a stronger understanding
of personalities of successful nurses may also guide organizational hiring practices.
Almost all of the respondents to my research study were paramedics before
becoming RNs; researchers might explore whether prehospital work enhances resilience
and coping skills and strategies. Researchers might also try to identify whether those
with prior emergency medical experience, like EMTs, police, and firefighters, are a better
fit for becoming ED nurses. Comparing the expectations of those who had no previous
emergency experience and those who were paramedics first could inform nurse managers
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and educators in hiring and could help nurses in their senior years determine specialty
choices.
The potential impact for positive social change is mostly individual as each nurse
bears responsibility for beginning a positive chain of events toward wellness strategies
(Wicks, 2006). Because stress management training is not part of standard nursing
education or continuing education for practicing nurses, the nurse has to choose and
possibly finance learning about resilience and coping strategies. Outside the boundaries
of this project are organizational implications. No change in policy or procedure was
addressed through this deliverable, though they are strongly suggested. Social change
requires intention and effort; equipping nurses with tools to care for themselves and each
other is the beginning of a long and involved process that could have a tremendous
impact. Nurses are the group who cares for people in their most vulnerable moments;
having healthy, engaged, clear-thinking nurses who maintain a passion for their work
affects society as a whole.
Conclusion
Section 4 provided a summary of a journey undertaken with seven emergency
nurses who shared thoughts, feelings, experiences, and ideas. I discussed project
strengths, limitations, alternative approaches, scholarship, project development,
leadership, and change. My reflections on the importance of the work, directions for
future research, and the potential impact for positive social change were also presented.
Without training to provide and enhance nurses’ resilience and coping skills, the
negative effects of working in high stress environments without adequate strategies can
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overpower even the strongest nurses’ natural resiliencies (Dasgupta, 2012; Lavoie et al.,
2011; Wlodarczyk & Lazarewicz, 2011). There are no mandates for stress management
training in nursing programs or practicing nurses’ continuing education (Adriaenssens et
al., 2011). The research participants for this project study echoed that the patient
continues to be the primary focus for nurses, setting a standard that the nurse comes after
patients, equipment, policies and procedures, and anyone else needing nurses’ attention.
Enhancing resiliencies through training positive attitudes and perspectives,
acknowledging the value of nurses, and giving meaning and purpose to their roles and
accomplishments would represent forward motion (Hourani et al., 2011b). Nurses need
to learn how to self-advocate and manage that care.
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Professional Development Program for Nurses
The project is a Professional Development (PD) program designed for nurses to
provide preparatory education and skills development in resilience, coping, and stress
management. Nurses do not receive preparatory, de-escalation, or self-care training in
nursing school or through mandated continuing education within their institutions. The
stressors particular to the closed professional culture of nurses points to the need for
providing training of peers in a safe, supportive, and nonjudgmental environment
whereby they may share thoughts, feelings, experiences, and strategies.
Purpose
The purpose of this project is to provide an educational PD program containing
tools, strategies, and resources to prepare nurses for OTS, to manage the challenges of the
workday, and to learn methods of renewal and self-care to mitigate the negative effects of
OTS. This project outlines a 3-day PD program, Preparation, De-Escalation, and SelfCare Strategies for Nurses, designed specifically for the nursing population. Providing
nurses with the ability to meet face to face, discuss, vent, validate, and collectively
develop new strategies for resilience, coping, and stress management outside the normal
skills and patient care focus of nursing education is a new training approach.
Background
This project is the result of study findings gleaned through qualitative interviews
of seven emergency department RNs. Findings of the study revealed that nurses desired
to supplement their training with personal self-help strategies to deal with OTS
exposures, and support coworkers under those same strains. Those nurses who had been
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in practice for many years, some as paramedics before entering nursing, shared their
desire to improve or enhance existing skills in addition to learning new skills. This PD
program was designed to address those needs in practical and succinct ways, giving the
nurses material for their personal and professional tool kits.
Target Audience
The target audience for this training is emergency department RNs. Although the
training could benefit other ED staff, management, and ancillary department nurses,
opening the training to mixed groups could hinder open conversation, participation, and
problem-solving directions of trauma nurses.
Goals
The first goal is to provide preparatory training as a resilience-boosting tool to
prepare for OTS occurrences. The second goal is to provide de-escalation, mindfulness,
team cohesion, and coping tools to apply during work for stress mediation. The third
goal is to assist the nurses in building a self-care and stress management repertoire
outside of work to bolster wellness attitudes and practices.
Learning Objectives
The learning objectives for this program by day:


Day 1: Participants will be able to:
o define stress, resilience, coping, and positivity;
o recognize signs and symptoms of stress;
o describe different coping methods;
o identify personal resilience factors; and
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o discuss self-efficacy, positivity, and posttraumatic growth.


Day 2: Participants will be able to:
o define de-escalation, peer support, and team cohesion;
o discuss motivating factors for de-escalation, peer support, and team cohesion;
o demonstrate the ability to practice mindfulness strategies;
o discuss the impact of positive communication; and
o recognize support resources.



Day 3: Participants will be able to:
o define self-care, mindfulness, and wellness;
o state the importance of self-care and wellness practices;
o discuss humor, spirituality, cognitive-behavioral strategies;
o discuss coping and self-care differences between introverts and extroverts;
and
o develop a plan to incorporate resilience, de-escalation, and self-care strategies
for work and home.

Implementation
The PD program will be offered as a 3-day workshop sponsored by the hospital.
The workshop will be held in cooperation with the sponsoring hospital’s nursing
education department. E-mails sent through the hospital mailing system will advertise
the workshop, and participants will be able to register for the workshop through the
nursing education department.
The program will initially accommodate 20 students to ensure optimal learning
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opportunities. One instructor will teach the class with support volunteers from the
administration for signing in and distributing handouts. Nurse educators will act as
support staff for breakout sessions, and as content and site experts during discussions. A
tentative schedule has been established for each days’ training and activities.
Materials needed for each of the three days follows:


flip chart with sticky-back adhesion strips;



flip chart stand;



computer linked to projection equipment and screen;



colored markers for flip chart > 12 (no yellow);



pens and note pads/paper for each participant; and



copies of the PowerPoint outline, daily class schedule, handouts, resource
lists, daily evaluation forms.

Student supplies, the institution’s CEU sign-in form, and handouts will be on a table just
inside the classroom entrance door. The instructor will supply the treats and trinkets for
Day 2 icebreaker activity.
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Day 1 Schedule: Preparation, De-Escalation, and Self-Care Strategies for Nurses
Day 1
Instructional Strategies/Learning Activities
Time
Refreshments and signing in
Registration
30 Minutes
_____________________________________ _________
0730-0800_____
Welcome and icebreaker activity (instructor
Icebreaker
30 Minutes
and participants self-introduce, state goals)
0800-0830
Overview/purpose of 3-day PD program,
Instructional
30 Minutes
background, research, and literature leading to
Strategy (IS) #1
3-day workshop; review Day 1 objectives.
0830-0900
Instructor led discussion: Different learning
Learning Activity
30 Minutes
styles, learner’s preferred style, how that
(LA) #1
contributes to new knowledge retention
0900-0930
Instructor led discussion about stress, signs
IS #2 Discussion
45Minutes
and symptoms of OTS; preparatory education
0930-1015
1015-1030
Morning break
15 Minutes
Participants will complete self-inventory of
LA #2 Part 1 of 2
15 Minutes
stressors (Appendix C)
1030-1045
Participants will discuss the self-inventory
LA #2 Part 2 of 2
30 Minutes
and share results/thoughts in open discussion
1045-1115
Instructor led discussion about resilience,
IS #3 Discussion
45 Minutes
background, empowerment, healthy lifestyle.
1115-1200
Participants will individually complete the
LA #3 Part 1 of 2
15 Minutes
resilience self-evaluation (Appendix D)
1200-1215
Lunch – boxed meals provided
1215-1300
45 Minutes
Participants will discuss resilience selfLA #3 Part 2 of 2
30 Minutes
inventory, sharing results in open discussion
1300-1330
Instructor led discussion: establishing a CIS
IS #4
15 Minutes
plan to recognize stress, increase resilience
1330-1345
Small groups: Writing ideas for increasing
LA #4 Part 1 of 2
15 Minutes
resilience in self and cohorts
1345-1400
Participants will share results with class
LA #4 Part 2 of 2
15 Minutes
1400-1415
Instructor led discussion about coping
IS #5
45 Minutes
methods and practical strategies
1415-1500
1500-1515
Afternoon Break
15 Minutes
Small groups: Three blessings exercise
LA #5 Part 1 of 2
15 Minutes
1515-1530
Participants will share results with class
LA #5 Part 2 of 2
15 Minutes
1530-1545
Instructor led discussion: Positivity
IS #6 1545-1600
15 Minutes
Review of Day 1, overview Day 2
1600-1630
30 Minutes
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Instructor Guidelines Day 1: Introduction and Preparation


Welcome participants; make staff introductions; icebreaker.



Describe the workshop purpose, goals, and expectations.



Review the learning objectives for day one.



Review ground rules (phones/electronics off, respect for all participants,
lunches/refreshments supplied and on premises).



Encourage participation; there will be breakout groups, we value everyone’s
input.



Review facility (exits, bathrooms, etc.).



Remind to sign in, sign CEU form, fill out evaluations at end of day.



Review schedule for the day.



PowerPoint Presentation: Welcome/Icebreaker: Activity with selfintroductions of staff/participants regarding nursing skills, stating, “My name is
(name), and I am good with (medications, trauma care, needles, or multitasking)
because (state why).” The labels, “Super Drug Math Whiz, Super Coder, Super
Poker, and Super Nurse” begin separating function from person. The nurses will
share personal goals for the course, moving into a personal cognitive realm.



Instructional Strategy #1: Large group: Review research study findings and
literature supporting workshop content; define terms, review Day 1 learning
objectives; participation, asking questions and giving feedback encouraged.



Learning Activity #1: Large group: Reflecting research study participants who
expressed different ways of learning, the activity will encourage self-discovery
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and increase awareness of how self/others learn. Participants split into groups of
4-5 based on the skill they chose in the icebreaker (each skill is a group).


Instructional Strategy #2: Large group: All participants will discuss stress, its
biopsychosocial sources and indicators, differentiating between acute and
cumulative stress, outcomes of stress, signs and symptoms of OTS, and how
home and work stressors interact and affect one another.



Learning Activity #2: Part 1: Large group: All participants will use Appendix C
evaluation tool to self-identify current life stressors. Part 2: In open discussion,
participants may choose to share results and thoughts about home and work
stressors, and how they overlap. Participants will be encouraged to recreate the
list at 3-6 month intervals after employing coping strategies to see if there is a
difference before and after the workshop. (Two-part activity)



Instructional Strategy #3: Large group: All participants will discuss preparatory
resilience, its military influences, self-inoculation training, and empowerment
using knowledge as a strategy. Resilience as a preparatory strategy includes
living a healthy lifestyle and recognizing individuals’ resilience attributes.



Learning Activity #3: Part 1: All participants will self-administer the evaluation
tool to recognize resilience attributes. Part 2: Participants may choose to share
select results or thoughts about self-evaluation measurement of resilience and how
resilience may impact coping. Participants will be encouraged to repeat the test at
3-6 month intervals after employing coping strategies to reevaluate.



Instructional Strategy #4: Large group: All participants will discuss how they
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plan to prepare for exposures of CIS and OTS by increasing resilience in self,
guiding others to strategies increasing resilience, and recognizing stress in
coworkers that may indicate responses to OTS.


Learning Activity #4: Part 1: In small groups of 4-5, create a resilience plan by
collaborating with the group to write ideas intended to increase resilience in self
and others, recognizing and responding to stress in others. Part 2: Participants
will share results of learning activity with class.



Instructional Strategy #5: Large group: All participants will discuss most
commonly used coping methods by emergency responders, and practical
strategies to mediate the effects of OTS exposures.



Learning Activity #5: Part 1: In small groups of 4-5, participants will reflect on
their last shift worked, share ideas and experiences, and write three positive things
that went well on that day (prepare to explain why). One person from each group
will act as recorder to write responses on a sticky-backed newsprint sheet. Part 2:
Recorder or designate will report (and post) the collective list to the class.



Instructional Activity #6: Large group: All participants will discuss positivity
and reframing situations as part of an overall resilience and coping plan of action.



Review of Day 1: All participants: Opportunity for Q&A and comments, review
Day 1 goals and learning activities. Briefly discuss Day 2. Distribute evaluation
forms, encourage their completion and remind nurses to sign CEU forms.
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PowerPoint Presentation: Introduction and Welcome

Remind participants that this is a course based on what nurses have relayed during the
project study research as what they feel they need to learn. Input is encouraged
throughout the course as modifications will be made to include participants’
contributions. Reevaluation and revision of the course and content will be ongoing to
give the most effective, timely, and relevant material. The content spread over the 3-day
period may be modified for mini-trainings and available to the nurses for shorter CEU
presentations and in-services.
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0800-0830: Welcome/Icebreaker: Entire Group

Remind nurses that we sometimes lose our self by self-identifying through a professional
license, title, or skillset. Breaking through labels is part of learning how to work through
traumatic exposures and taking care of ourselves. Begin the process of nurses thinking of
this training as not a set of steps to take care of patients, equipment, meet competencies,
or fulfill organizational obligations. If the nurses do not care for themselves, they will
not be able to care for anyone else: Put your own mask on first!
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0830-0900 IS #1: Objectives, Research/Literature Background: Entire Group
Objective
Discuss learning objectives for Day 1
Participants will learn to define terms
Discuss supporting literature
Discuss research study findings

0900-0930 LA #1: Discuss Different Learning Styles: Entire Group
Objective
Discuss learning styles
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0930-1015 IS #2: Preparation: Stress: Entire Group
Objective
Discuss stress, norms, types, and signs
and symptoms of stress

Participants are reminded that stress is individual, perceptual, varies with person, time,
place, and situation. Understanding the expected responses to stress defuses their impact,
and knowing when others may be responding to stress allows us to intervene in a
healthier manner. Before we can help anyone, we have to be aware.
1030-1045 LA #2/Self-Test – Stress Evaluation: Entire Group
Objective
(Appendix C)
Give examples of current work stressors
that affect home
Give examples of current home stressors
that affect work
Discuss results of inventory with class
Discuss overlap of work/home stressors

151
1115-1200 IS #3: Preparation: Resilience: Entire Group
Objective
Discuss resilience, empowerment, wellness

Remind participants that resilience is a tool that can be enhanced through practice.
Repeating the stress indicator self-evaluation and resilience self-evaluation tool at three
and six-month intervals may guide participants to pay attention to their stress levels,
resilience strengths and weaknesses, and the need for additional support.
1200-1215 LA #3: Self-Evaluation of Resilience: Entire Group
Objective
(Appendix D)
Self-assess resiliency through evaluation
Discuss results of resilience self-evaluation
1330-1345 IS #4: Preparation: Resilience: Entire Group
Objective
Discuss resilience, empowerment, wellness
1345-1400 LA #4: Establish a Resilience Plan: Small Groups (4-5 people)
Objective
Create a preparatory resilience plan
Discuss plans developed by groups with class
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1415-1500 IS #5: Preparation: Coping Methods and Strategies: Entire Group
Objective
Discuss coping methods
Discuss practical strategies for coping

Developing effective coping strategies takes time especially when breaking old habits.
1515-1545 LA #5: Three Blessings Exercise: Small Groups (4-5 people)
Objective
Each person gives three examples of
things that went well their last shift.
Discuss results with class
Reframing remodels a negative situation into a positive, or blessing. Urge the class to
continue this practice at home, actively rethinking situations to find what works well.
1545-1600 IS #6: Preparation: Positivity: Entire Group
Objective
Discuss positivity
Discuss self-efficacy
Discuss posttraumatic growth (PTG)
1600-1630: Entire Group
Objective

Review Day 1, evaluations, sign out
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Day 1 Participant Evaluation Form
On a scale of 1-5, please rate the following:
Program Effectiveness

1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree

The presentation material
contributed to my learning.











The information was presented
at an appropriate learning level.











The visual aids and handouts
were satisfactory.











The activities were effective.





















1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree











Recognize signs and symptoms
of stress











Describe different coping
methods











Identify personal resilience
factors











Discuss self-efficacy, positivity,
and posttraumatic growth
Comments
The best part of today was:











The presenter demonstrated
knowledge of the subject
material.
The presentation met the
stated objectives below (The
participants will be able to):
Define stress, resilience, coping,
and positivity

The worst part of today was:

Additional comments:
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Day 2 Schedule: Preparation, De-Escalation, and Self-Care Strategies for Nurses
Day 2
0800-0830
LA #1
IS #1
0830-0900
IS #2
0900-0930
IS #3
0930-1015
1015-1030
LA #2 Part 1 of 2
1030-1045
LA #2 Part 2 of 2
1045-1115
IS #4
1115-1145
IS #5
1145-1215
1215-1300
LA #3 Part 1 of 2
1300-1315
LA #3 Part 2 of 2
1315-1345
LA #4Part 1 of 2
1345-1400
LA #4 Part 2 of 2
1400-1415
IS #6
1415-1500
1500-1515
LA #5 Part 1 of 2
1515-1530
LA #5 Part 2 of 2
1530-1545
IS #7
1545-1600
1600-1630

Instructional Strategies/Learning Activities
Welcome Back! Pass the Bedpan; overview
objectives
Review Day 2 learning objectives, terms, site
discuss organizational resources with site staff
Instructor led discussion: trauma setting deescalation during OTS exposures
Instructor led discussion: mindfulness, humor,
CB interventions, resources, walking away
Morning break
Small groups: participants discuss
mindfulness to de-escalate, walking away
Participants present and discuss findings from
each group to class
Instructor led discussion about peer support,
motivating factors, benefits
Instructor led discussion about mentoring,
motivating factors, supportive resources
Lunch – boxed meals provided
Participants will break into small groups to
develop examples of how they can support
and mentor their peers
Participants present and discuss findings from
each group to class
Small group discussion about support
resources, how to meet peer support and
training needs within and outside organization
Participants present and discuss findings from
each group to class
Instructor led discussion about team cohesion,
motivating factors
Afternoon Break
Small groups: develop list of ways in which to
increase team cohesion in your ED
Participants present and discuss findings from
each group to class
Instructor led discussion: Positive
communication
Review of Day 2, Q/A, additional thoughts,
overview Day 3, sign out

Time
30 Minutes
30 Minutes
30 Minutes
45Minutes
15 Minutes
15 Minutes
30 Minutes
30Minutes
30 Minutes
45 Minutes
15 Minutes

30 Minutes
15 Minutes

15 Minutes
45 Minutes
15 Minutes
15 Minutes
15 Minutes
15 Minutes
30 Minutes
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Day 2: Instructor Guidelines
Preparation, De-Escalation, and Self-Care Strategies for Nurses


Welcome participants to Day 2, re-introduce instructor and ancillary support staff.



Review the workshop purpose, goals, and expectations



Review ground rules (phones/electronics off, respect for all participants,
lunches/refreshments supplied and on premises).



Encourage participation; there will be breakout groups, we value everyone’s
input.



Review facility (exits, bathrooms, etc.).



Remind to sign in, sign CEU form, fill out evaluations at end of day.



Review schedule for the day.



PowerPoint Presentation: Welcome Back/Icebreaker: Learning Activity #1:
Pass the Bedpan: All participants will pass a bedpan filled with treats and trinkets
around the room. Encouraging discussion, those who choose to share thoughts
after reflecting on Day 1 may take two treats. Those who want to pass may take
one treat (maintaining the option of contributing later and getting a second treat).



Instructional Strategy #1: Large group: Review of Day 2 learning objectives,
participation, asking questions, giving feedback encouraged; define terms. Reintroduction of nursing education staff who can address resources available within
their specific institution (objective #5), and how to access those resources.



Instructional Strategy #2: Large group: All participants will discuss deescalation in the trauma ED setting, what it means to the staff to incorporate
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positive strategies during a trauma, and benefits/motivating factors for
implementing real-time and positive de-escalation strategies.


Instructional Strategy #3: Large group: All participants will discuss
mindfulness, practical strategies, and how staying in the moment helps to focus on
the present situation; motivating factors for including mindfulness strategies;
appropriate humor as a de-escalation strategy, mindful of surroundings; real-time
cognitive behavioral interventions, and available resources (chaplains, EAP) in
urgent situations. Consider spiritual needs. All participants will have the
opportunity to practice brief mindfulness strategies (like deep cleansing breaths,
circle breathing). Discuss when and how to meet needs of removing self from
stressors (walk away).



Learning Activity #2: Part 1: Small groups: Participants discuss de-escalation
strategies that have worked for them in the past, what they would like to try in the
future, and assemble the best strategies on a sticky-back poster paper. Included
are strategies to help nurses who need to leave the immediate area to de-escalate.
Part 2: Representative of group posts list on the wall and discusses strategies that
worked well and new mindfulness de-escalation strategies they would like to try.



Instructional Strategy #4: All participants will discuss formal and informal peer
support addressing one-on-one and group strategies, motivating factors for
instituting a peer support initiative, maintaining individual support outside of
formal programs, and the benefits of peer support.



Instructional Strategy #5: All participants will discuss formal and informal
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mentoring relationships as an educational and peer support method of deescalation; motivating factors and benefits for including mentoring relationships
beyond nursing orientation; and supportive resources available to staff during
work hours to address assisted de-escalation and defusing interventions for staff
support.


Learning Activity #3: Small groups: Part 1: Participants will develop examples
of how they can support and mentor their peers at work. Ideas will be written on
a sticky-back poster paper by a recorder for the group. Part 2: Representative of
each group posts their list on the wall and discusses their group’s ideas for support
and mentoring strategies.



Learning Activity #4: Small groups: Part 1: Participants will discuss support
resources, how to meet peer support and training needs sourcing within and
outside of the organization. Assemble strategies written by the group recorder on
a sticky-back poster paper. Part 2: Representative of group posts list on the wall
and discusses strategies their group developed.



Instructional Strategy #6: All participants will discuss team cohesion and
motivating factors for using de-escalation strategies within a supportive team
atmosphere to help work cohorts function in a more unified and supportive
manner. Include discussion similar to pre-surgical time out where everyone stops
to look around, see where they are at in the process, make sure everyone is on
point, and see if there are any items (or people) requiring attention. Consider the
phrase and supportive actions following, how can I help?
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Learning Activity #5: Small groups: Part 1: Participants will develop a list of
ideas as to how they might increase team cohesion. A representative of the group
will record the ideas on sticky-backed poster paper. Part 2: Representative of
group posts list on the wall and discusses their list of strategies to increase ED
team cohesion with class.



Instructional Strategy #7: All participants will discuss positive communication
as a strategy of de-escalating stressors. Discuss the benefits of not pursuing every
discussion, attending to the mindfulness of letting go and other strategies to
increase cohesion. Conversely, discuss the benefits and appropriate application of
using courageous or crucial conversation as a de-escalation strategy that may
permit ending situations instead of fueling small problems.



Review of Day 2: All participants: Opportunity for Q&A and comments, review
Day 1 goals and learning activities. Briefly discuss Day 2. Distribute evaluation
forms, encourage their completion and remind nurses to sign CEU forms.
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Welcome Back!
0800-0830 LA #1: Welcome/Icebreaker: Entire Group
Objective
Discuss participants’ reflections from Day 1
during a fun activity
0830-0900 IS #1: Day 2 Learning Objectives: Entire Group
Objective
Discuss learning objectives for Day 2
Participants will learn to define terms
Discuss supporting literature
Discuss research study findings
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0900-0930 IS #2: Trauma De-Escalation: Entire Group
Objective
Discuss trauma de-escalation strategies
Discuss motivating factors to employ
strategies
0930-1015 IS #3: Mindfulness Strategies: Entire Group
Objective
Discuss mindfulness
Participants will learn and practice
mindfulness strategies
Discuss humor and spirituality
components of mindfulness
Discuss need to step away from trauma

1030-1115 LA #2: Mindfulness Exercise: Small Groups
Objective
Discuss mindfulness strategies
Develop a list of mindfulness deescalation strategies
Discuss strategies with class
Not all strategies can wait until the trauma has passed; some strategies need to be
immediate during the trauma to maintain cognitive equilibrium. Each persons’
perceptions are individualized as to the impact of trauma and how to de-escalate from it.
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1115-1145 IS #4: Peer Support: Entire Group
Objective
Discuss peer support strategies
Discuss motivating factors for strategies
Discuss benefits of peer support activities
and programs for de-escalation
1145-1215 IS #5: Mentoring: Entire Group
Objective

Discuss mentoring relationships
Discuss motivating factors of mentoring
Discuss benefits of mentoring
relationships for de-escalation strategies

1300-1345 LA #3: Peer Support: Small Groups
Objective
Give examples of how to support and
mentor peers during work hours
Discuss findings with class
1345-1415 LA #4: Support Resources: Small Groups
Objective
Develop list of possible peer support and
training resources within and outside of
nursing education
Discuss findings with class
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1415-1500 IS #6: Team Cohesion: Entire Group
Objective
Discuss team cohesion
Discuss motivating factors of team
cohesion on de-escalation strategy success

1515-1545 LA #5: Team Cohesion: Small Group
Objective
Develop list of strategy ideas to increase
team cohesion
Discuss findings with class
1545-1600 IS #7: Positive Communication: Entire Group
Objective
Discuss positive communication as a deescalation strategy
Participants will learn mindfulness
strategies in communicating
Participants will learn courageous or
crucial conversation strategies in
communicating as a de-escalating strategy
1600-1630: Entire Group
Objective

Review Day 2, fill out evaluations, sign out
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Day 2 Participant Evaluation Form
On a scale of 1-5, please rate the following:
Program Effectiveness

1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree

The presentation material
contributed to my learning.











The information was presented
at an appropriate learning level.











The visual aids and handouts
were satisfactory.











The activities were effective.





















1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree































Discuss the impact of positive
communication











Recognize support resources











The presenter demonstrated
knowledge of the subject
material.
The presentation met the
stated objectives below (The
participants will be able to):
Define de-escalation, peer
support, and team cohesion
Discuss motivating factors for
de-escalation, peer support,
and team cohesion
Demonstrate the ability to
practice mindfulness strategies

Comments
The best part of today was:

The worst part of today was:

Additional comments:
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Day 3 Schedule: Preparation, De-Escalation, and Self-Care Strategies for Nurses
Day 3
LA #1 Icebreaker
0800-0830
IS #1
0830-0900
IS #2
0900-0930
LA #2 Part 1 of 2
0930-0945
LA #2 Part 2 of 2
0945-1015
1015-1030
LA #3 Part 1 of 2
1030-1045
LA #3 Part 2 of 2
1045-1115
IS #3
1115-1145
IS #5
1145-1215
1215-1300
IS #4
1300-1315
LA #4 Part 1 of 2
1315-1330
LA #4Part 2 of 2
1330-1345
IS #5
1345-1415
LA #5 Part 1 of 2
1415-1445
LA #5 Part 2 of 2
1445-1500
1500-1515
LA #6 Part 1 of 2
1515-1545
LA #6 Part 2 of 2
1545-1615
1615-1630

Instructional Strategies/Learning Activities
Welcome Back! Coffee Icebreaker; pass the
urinal, tell one thing nobody knows about you
Review Day 3 learning objectives, terms,
reflection on Day 2
Instructor led discussion on the importance of
self-care, renewal, changing your list ranking
Small groups discuss strategies/create
affirmations getting out of nurse mode
Participants present and discuss strategies and
affirmations from each group to class
Morning break
Small groups develop self-care plan of action;
collaborate, use social media, Google
Participants present plans to class

Time
30 Minutes

Instructor led discussion on mindfulness and
MBSR techniques
Participants will practice MBSR techniques

30Minutes

Lunch – boxed meals provided
Instructor led discussion about wellness,
renewal, and positive reframing
Small group discussion, wellness with
intention (health and relaxation plans)
Participants present and discuss findings from
each group to class
Instructor led discussion about
biopsychosocial wellness practices; journaling
All participants individually complete, score,
and journal thoughts about the Life Stress
Test (LST)
Participants will voluntarily share thoughts
about the LST and journal exercise after
Afternoon Break
Small groups: Develop a plan of action for
preparation, de-escalation, and self-care
Participants present and discuss findings from
each group to class
Final review, evaluations, sign out.

45 Minutes
15 Minutes

30 Minutes
30 Minutes
15 Minutes
30 Minutes
15 Minutes
45 Minutes
30 Minutes

30 Minutes

15 Minutes
15 Minutes
30 Minutes
30 Minutes

15 Minutes
15 Minutes
30 Minutes
30 Minutes
15 Minutes
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Day 3: Instructor Guidelines
Preparation, De-Escalation, and Self-Care Strategies for Nurses


Welcome participants to Day 3, acknowledge ancillary support staff.



Review the workshop purpose, goals, and expectations.



Review ground rules (phones/electronics off, respect for all participants,
lunches/refreshments supplied and on premises).



Encourage participation; there will be breakout groups, we value everyone’s input



Review facility (exits, bathrooms, etc.).



Remind to sign in, sign CEU form, fill out evaluations at end of day.



Review schedule for the day.



Welcome/Icebreaker: Activity is passing the urinal (like a talking stick) as each
participant shares something about themselves that nobody else knows (I paint pet
rocks, I was a Marine but wanted to do something easier so chose nursing, etc.).



Instructional Strategy #1: Participants will review Day 3 learning objectives,
terms, discuss thoughts about Day 2 (and Day 1) after reflecting.



Instructional Strategy #2: Instructor will lead a discussion about the importance
of health care specific to nurses, who care for others first and put themselves last.
Discuss the biopsychosocial ramifications of running out of steam and never
refueling. Discuss the need for renewal, findings through such models as the
John’s Hopkins Tripartite Model of Disaster Mental Health, etc. Nurses will be
urged to consider the actual list of those for whom they give care and how they
might perhaps move a little higher up on the list (from the last position).
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Learning Activity #2: Part 1: Small groups discuss methods for getting out of
nurse mode and into mom-wife-student-person mode (using mindfulness to be
aware of the present moment, making time for family, establishing a routine at
home that has nothing to do with nursing, etc.). Recorders will notate the lists
established on sticky-backed poster paper. Part 2: Participants will share results
of learning activity with class.



Learning Activity #3: Part 1: Small groups take responsibility for establishing a
self-care research and development plan and outline steps they would take if
giving the same instructions to a cohort, friend, family member or patient.
Encourage use of social media, blogs, Google, and other online resources for
finding simple strategies. Part 2: Recorder will share creative lists and plans
devised during learning activity with class.



Instructional Strategy #3: All participants will discuss an expanded version of
mindfulness beyond the introduction presented in Day 2 of non-judgmental, living
in the moment, take a deep breath, and move on strategies. Mindfulness Based
Stress Reduction techniques will be reviewed, with resources given to expand on
the basics covered in this workshop, to allow nurses to make those strategies part
of their home repertoire for self-care.



Instructional Strategy #4. All participants will practice MBSR strategies, such
as circle breathing, deep cleansing breaths for acute response, guided imagery,
relaxation techniques (cognitive-behavioral based strategies). Short explanations
before and discussions after each strategy will help cement learning processes.
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Instructional Strategy #5: All participants will discuss wellness as a lifestyle,
coping mechanism, preparatory educational practice, de-escalation strategy, and
self-care tool. Included in the discussion are tools like cognitive reframing
practices, positivity theory, self-efficacy and the power of believing in what can
be accomplished. Included are the importance of diet, exercise, attending to a
wellness plan, never giving up, the reality of small missteps, the forgiveness of
the setting sun. Participants will discuss the possibilities of adding wellness
strategies to their lifestyle as opposed to changing their lives to fit wellness.



Learning Activity #4: Part 1: Small group discussion of wellness with intention.
Participants will create lists of things they can do in daily life to facilitate wellness
and relaxation plans, how to maneuver them into a busy nurses’ schedule, how
cooperatives of friends may assist in that effort. A recorder will write the list on
sticky-backed poster paper for class display. Part 2: Recorder will present
findings to the class in open discussion.



Instructional Strategy #6: All participants will discuss the biopsychosocial
aspects of wellness and the effect of intention and personality. Introverts may
cope, recover, renew, refuel, and attack wellness differently. Someone who
prefers to be on their own instead of going out to socialize after work at the local
pub is not necessarily unfriendly or antisocial; they may need alone time.
Extroverts, who gather energy from outside themselves, may not understand that
preference and refuel themselves through the energy and company of others.
Understanding the difference is important knowing how to support cohorts in
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dealing with acute and cumulative stressors at work and after for self-care and
wellness approaches. One of the strategies proposed will be journaling, with an
explanation of how to approach that strategy, how it connects with wellness, and
how it provides a record of growth or need for outside intervention.


Learning Activity #5: Part 1: All participants will individually complete a Life
Stress Test self-assessment and self-score the results. If participants complete the
self-evaluation before the allotted time is passed, they will be encouraged to
journal thoughts and feelings stirred by the evaluation and how those thoughts
might relate to the material covered in the course. Part 2: Participants will
voluntarily share thoughts and feelings about taking the Life Stress Test, the
results obtained, and the journaling exercise afterward.



Learning Activity #6: Part 1: Small groups: participants will develop a single
plan of action from each group for preparation, de-escalation, and self-care
strategies. A recorder will note the plan on a sticky-backed poster paper. Part 2:
Recorders will share the plan of action with the class for discussion.



Review of Day 3: All participants: Opportunity for Q&A, comments, review Day
3 goals and learning activities. Distribute evaluation forms, and remind nurses to
sign CEU forms. Thank participants for their attentiveness, and contributions.
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Welcome Back!
0800-0830 LA #1: Welcome/Icebreaker: Entire Group
Objective
Morning coffee and icebreaker: Pass the Urinal game
0830-0900 IS #1: Day 3 Learning Objectives: Entire Group
Objective
Discuss learning objectives for Day 3
Participants will learn to define terms
Discuss reflections from Day 2

Remind participants that the first day we established a base of knowledge about stress,
resilience, and the importance of preparedness education for dealing with OTS. On the
second day, we learned about how to get through the workday with real-time deescalation strategies that serve to mitigate the effects of OTS, reduce anxiety, and help
the team grow more supportive of one another in the shared environment and culture of
emergency nurses. Day three means learning to focus on and take care of ourselves.
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0900-0930 IS #2: Self-Care and Renewal: Entire Group
Objective
Discuss importance of self-care for nurses
Understand biopsychosocial need for renewal
Evaluate where ‘self’ ranks in priorities
0930-1015 LA #2: Strategies and Affirmations: Small Group
Objective
Discuss transitioning from nurse mode to
home/person mode after work
Develop list of strategies to accomplish the
transition to home mode
Discuss results of learning activity with class
1030-1115 LA #3: Self-Care Research and Development: Small Group
Objective
Discuss ways to research self-care information
using social media, blogs, Google, LinkedIn, etc.
Develop a list of steps for instructing others to
research self-care strategies
Discuss results of learning activity with class

Remind participants that they have the critical thinking skills and professional training
necessary to add to their knowledge when formal courses are not available.
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1115-1145 IS #3: Mindfulness and MBSR: Entire Group
Objective
Discuss expansion of MBSR strategies
1145-1215 IS #4: MBSR Techniques: Entire Group
Objective
Discuss MBSR techniques
Understand how to practice MBSR techniques
Execute MBSR techniques

Participants are reminded that the MBSR and cognitive-behavioral strategies are too
numerous to cover in a short time, so they are encouraged to seek out classes, courses,
groups, or training that offer those options. Other mindfulness practices that fall under
the categories of self-care and wellness include such practices as Yoga and Tai Chi to
name a few, where the energy is drawn into the individual instead of being pushed out as
with conventional exercise.
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1300-1315 IS #5: Wellness, Renewal, Positivity: Entire Group
Objective
Discuss wellness as a lifestyle
Understand cognitive reframing
Discuss positivity
Discuss self-efficacy
1315-1330 LA #4: Wellness with Intention
Objective
Discuss health and wellness as a strategy
Develop list of things to do daily to facilitate
wellness
Develop list of strategies to insert relaxation plans
Discuss results of learning activity with class
1345-1415 IS #6: Wellness Practices and Journaling: Entire Group
Objective
Discuss biopsychosocial wellness
Discuss incorporating social activities into plan
Understand journaling as a strategy
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1415-1445 LA #5: Life Stress Test Evaluation: Entire Group
Objective
Execute completion of self-test, Life Stress Test
(LST)
Complete self-score and analysis of LST
Execute journaling practice reacting to LST
Discuss thoughts about the LST and journaling
with class
1515-1615 LA #6: Plan of Action: Small Groups
Objective
Discuss synthesizing preparation, de-escalation,
and self-care strategies training
Develop list of steps to implement plan of action
synthesizing training in preparation, de-escalation,
and self-care strategies
Discuss established plan of action with class
1615-1630: Entire Group
Objective

Review Day 2, fill out evaluations, sign out
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Day 3 Participant Evaluation Form
On a scale of 1-5, please rate the following:
Program Effectiveness

1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree

The presentation material
contributed to my learning.











The information was presented
at an appropriate learning level.











The visual aids and handouts
were satisfactory.











The activities were effective.





















1-Strongly
Disagree

2Disagree

3-Neutral

4-Agree

5-Strongly
Agree











State the importance of selfcare and wellness practices











Discuss humor, spirituality,
cognitive-behavioral strategies
Discuss coping and self-care
differences between introverts
and extroverts
Develop a plan to incorporate
resilience, de-escalation, and
self-care strategies for work
and home
Comments
The best part of today was:































The presenter demonstrated
knowledge of the subject
material.
The presentation met the
stated objectives below (The
participants will be able to):
Define self-care, mindfulness,
and wellness

The worst part of today was:
Additional comments:
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Budget
Workshop Title: Preparation, De-Escalation, and Self-Care Strategies for Nurses
Training Duration: 3 days
Number of Participants: 20
Expense Items

*Anticipated
Expenses

Unit Cost/Day

Total Budget
Expense Per
Item (3 Days)

Subsidized
Marketing (Internal)

0

Materials: Handouts, pens, 50.00/Day
note pads
(80.00/Day)
Morning and Afternoon
Refreshments
(140.00/Day)
Boxed Lunches

0

0

2.50/Person/Day

150.00

4.00/Person/Day

(240.00)

7.00/Person/Day

(420.00)

Training Classrooms

0

0

0

Equipment

0

0

0

Volunteers
Instructor(s)

(500.00/Day)

(25.00/Person/Day)

(1500.00)

Administration

0

0

0

Classroom Assistants

0

0

0

Sub-Total

($770/Day)

($38.50/Person/Day) $2310.00
Sponsor Paid or
Volunteered

TOTAL

-$2160.00

$150.00

*Parenthetical items represent cost when not supplied by venue or volunteers. Food
items at hospital cost.
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Appendix B: Interview Protocol

1) What courses or training have you taken in resilience or coping strategies?
a) What resilience or coping strategies were recommended in the courses or
training? Were these strategies helpful? If so, how? If not, what suggestions
would you make to include these strategies in course work or training?
b) What resilience or coping training or professional development was offered
during your clinical experiences? Were the training or professional development
helpful? If so, how? If not, what suggestions would you make to include these
strategies during clinical experiences?
2) What makes working with trauma in the ED stressful?
a) How do you define traumatic stress?
b) What factors contribute to your traumatic stress?
c) How do you measure your traumatic stress?
d) How has traumatic stress affected your nursing performance?
3) What coping strategies have you used in the ED during traumatic stress exposures?
a) Give me an example of the circumstances when you used them
b) Please tell me about the outcome of using these coping strategies and whether
they were helpful or a hindrance.
c) How did you acquire these coping strategies?
4) How do you prepare for further exposure to occupational traumatic stress?
a) Probing question: Please clarify…
b) Follow-up question: Describe the factors that contribute to your preparation for
further exposure to occupational traumatic stress.
5) What do you think makes an emergency nurse successful in coping with
occupational exposure to trauma?
a) Probing question: Please clarify…
b) Follow-up question: What suggestions would you make for supporting emergency
nurses to cope with occupational exposure to trauma?
c) What training would help emergency nurses cope with occupational traumatic
stress?
6) Thinking about occupational traumatic stress and the questions you have answered in
this interview, is there anything you would like to add?
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Appendix C: Stressors Evaluation
WHAT ARE MY STRESSORS?
Please take five minutes to list as many work-related and home-related stressors as you
can. Try to focus on those work issues that may affect you at home, and home issues that
may affect you at work. Remember that this list is for your personal use, and sharing
during the group discussion is voluntary.
WORK

HOME
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Appendix D: Self-Evaluation of Resilience
I have an attitude of _______________________________________________________
My thinking is ___________________________________________________________
I get through tasks with a sense of ____________________________________________
My stress-coping strategy is _________________________________________________
I care for myself by _______________________________________________________
I set boundaries by ________________________________________________________
I surround myself with people who are ________________________________________
I nurture my awareness through ______________________________________________
I intentionally avoid _______________________________________________________
When I need help, I reach out to _____________________________________________
Mindfulness to me means __________________________________________________
I find meaning in _________________________________________________________
I reframe into positivity by _________________________________________________
I know how to get out of my head by _________________________________________
When I cannot find the answer or meaning to something, I ________________________
I invest my time and energy into _____________________________________________
If the above is not working for me, or do not promote my wellness, I will
________________________________________________________________________
I will revisit this list to reevaluate my resilience thoughts and strategies, remembering
that I am most resilient when ________________________________________________
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Appendix E: Life Stress Test
As caregivers, we are often stressed and do not know why. Without realizing the effects
that life circumstances have on us, we tend to sweep our feelings of frustration, sadness
and turmoil under the rug. In the past 12 to 24 months, which of the following major life
events have taken place in your life?
Mark down the points for each event that you have experienced this year. When you are
done looking at the whole list, add up the points for each event, and check your score at
the bottom.
_____ Death of spouse (100 points)
_____ Divorce (73 points)
_____ Marital separation, or from relationship partner (65 points)
_____ Jail Term (63 points)
_____ Death of close family member (63 points)
_____ Personal injury or illness (53 points)
_____ Marriage (50 points)
_____ Fired from work (47 points)
_____ Marital reconciliation (45 points)
_____ Retirement (45 points)
_____ Change in family member's health (44 points)
_____ Pregnancy (40 points)
_____ Sex difficulties (39 points)
_____ Addition to family (39 points)
_____ Business readjustment (39 points)
_____ Change in financial status (38 points)
_____ Death of close friend (37 points)
_____ Change to a different line of work (36 points)
_____ Change in number of marital arguments (35 points)
_____ Mortgage or loan over $30,000 (31 points)
_____ Foreclosure of mortgage or loan (30 points)
_____ Change in work responsibilities (29 points)
_____ Trouble with in-laws (29 points)
_____ Outstanding personal achievement (28 points)
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_____ Spouse begins or stops work (26 points)
_____ Starting or finishing school (26 points)
_____ Change in living conditions (25 points)
_____ Revision of personal habits (24 points)
_____ Trouble with boss (23 points)
_____ Change in work hours, conditions (20 points)
_____ Change in residence (20 points)
_____ Change in schools (20 points)
_____ Change in recreational habits (19 points)
_____ Change in church activities (19 points)
_____ Change in social activities (18 points)
_____ Mortgage or loan under $20,000 (17 points)
_____ Change in sleeping habits (16 points)
_____ Change in number of family gatherings (15 points)
_____ Change in eating habits (15 points)
_____ Vacation (13 points)
_____ Christmas season (12 points)
_____ Minor violations of the law (11 points)
______ Your Total Score
This scale shows the kind of life pressure that you are facing. Depending on your coping skills or the lack
thereof, this scale can predict the likelihood that you will fall victim to a stress-related illness. The illness
could be mild (frequent tension headaches, acid indigestion, loss of sleep) to very serious illness like ulcers,
cancer, migraines, etc.

LIFE STRESS SCORES
0-149: Low susceptibility to stress-related illness
150-299: Medium susceptibility to stress-related illness: Learn and practice relaxation and stress
management skills and a healthy well lifestyle.
300 and over: High susceptibility to stress-related illness: Daily practice of relaxation skills is
very important for your wellness. Take care of it now before a serious illness erupts or an
affliction becomes worse.
Permission to reprint the Life Stress Test received from: Dr. Tim Lowenstein, P.O. Box 127, Port Angeles,
WA 98362 http://www.stressmarket.com

